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ECENT progress in the repair of deformi- 
ties of the hard and soft tissues of the face 
is due largely to experience gained from 

the treatment of mutilations of these parts ac- 
quired during the World War. The immense 
amount of clinical material provided opportuni- 
ties for the thorough testing of already established 
methods and standardized the application of 
definite procedures to particular classes of cases. 
In addition, certain important modifications and 
improvements over old methods were worked out. 
Since the war, the benefit of this experience is 
being reflected in the treatment of facial deformi- 
ties occurring in civilian life. In a previous review 
(22), the writer covered the available literature 
on war injuries of the face and jaws, giving an 
extensive bibliography. In the present article 
attention will be called to some of the most 
important recent advances. 


CONGENITAL DEFORMITIES 


In the last few years several valuable con- 
tributions have been made on harelip and cleft 
palate. The recent outstanding papers on this 
subject are those by J. E. Thompson, and V. 
Veau and his collaborators. Thompson (38) 
states that the principles of treatment of cleft 
palate are founded on accurate knowledge of the 
anatomy of the deformity; in other words, on a 
correct estimate of the degree of distortion. In 
regard to complete unilateral cleft palate and 
harelip, he concludes: 

t. If embryonic union fails, the resulting de- 
formity seen at birth can be accounted for in 
every detail by the muscular action of the tongue. 


I 


2. There is little or no separation from one 
another of the posterior ends of the maxilla, and 
any movement here is in the nature of a hinge 
movement by which the posterior end of the 
maxilla and the vertical plate of the palate bone 
swing on their attachments to the pterygoid 
processes of the sphenoid. 

3. The side to which the premaxilla and the 
septuin are attached (the larger side) is more 
affected by the tongue thrust than the other 
maxilla, the result being that its anterior end 
swings outward and forward, taking with it the 
septum and nose and carrying the alveolar border 
to a plane far outside and in front of its normal 
position, and further, the attachment of the sep- 
tum to the palatal plate has enabled it to with- 
stand the vertical thrust of the tongue and to 
retain a reasonably good horizontal position. 

4. The other maxilla (the smaller side) is dis- 
placed as a whole very slightly in a lateral direc- 
tion, but its horizontal palatal plate is seriously 
deformed, being frequently thrust upward into a 
vertical position against the turbinate bone. 

Thompson employs the usual Langenbeck 
lateral incisions, and achieves approximation of 
the two sides of the soft palate without tension 
by dividing the levator palati and palatopharyn- 
geus muscles from the nasal aspect. The paper 
sets forth very clearly the author’s rules for under- 
taking repair in two, three, or four stages. 

During 1921 and 1922, Victor Veau, of Paris, 
was responsible for a series of remarkable papers 
dealing with harelip and cleft palate. For uni- 
lateral harelip (43, 46) he employs Jalaguier’s 
modification of the Mirault operation, a method 
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which has not the wide recognition it merits and 
produces far better results than the usual 
curved or angular freshening of each edge of the 
cleft. Veau and Lascombe (50, 44) also have 
valuable papers on the operative treatment of 
double harelip. In his work on cleft palate Veau 
(42, 45) begins with a critical review of eighty- 
nine cases operated on by the classical Langen- 
beck-Trélat procedure and shows that this method 
does not yield the uniformly good anatomical 
results and more particularly the good functional 
results to be expected of a satisfactory method. 
The outcome in the eighty-nine cases was as 
follows: 


Single operation: 
Complete closure, 48 per cent 
Partia! union, 35 per cent 
Complete failure, 15 per cent. 


Several operations: 
Complete closure, 74 per cent 
Partial union, ro per cent 
Complete failure, 2.6 per cent. 


Effect on speech: 
Spontaneous improvement, 25 per cent 
Improvement by education, 15 per cent 
No improvement, 60 per cent. 


These rather discouraging results led Veau to 
investigate the surgical anatomy of cleft palate 
with a view to discovering if possible the causes of 
failure and a basis for the introduction of new 
operative principles. His studies (48) show that 
in infants with cleft palate there is no failure of 
development of the muscles of the soft palate, and 
it is not until later, as the result, of disuse, that 
atrophy occurs. To be useful, a soft palate must 
be mobile and long. The majority of soft palates 
that have been operated on are rigid and short. 
Section of the muscles of the soft palate is the chief 
cause of immobility. Cicatricial contraction due 
to the production of a large raw surface on the 
nasal aspect is the chief cause of shortening. 
Veau (49) believes he has succeeded, in part at 
least, in overcoming these two great hindrances to 
success in the classical operation. In order to 
approximate the edges of the soft palate cleft 
without tension he does not resort to section of 
the levator palati and palatopharyngeus muscles, 
but, after separating the aponeurosis of the tensor 
palati from the posterior edge of the hard palate 
and dividing the tendon of this muscle through a 
small incision over the hamular process, he holds 
the two halves of the soft palate together by a 
horizontal suture wire passed through the muscle 
substance from side to side. The wire does not 
perforate the mucous membrane, which would not 
tolerate it well, but its two ends are twisted and 


emerge through one of the lateral incisions. The 
wire never tears in the muscle and perfectly over- 
comes tension, at the same time permitting move- 
ment of the soft palate. Avoidance of a raw sur- 
face is more difficult. Instead of incising the nasal 
mucosa where it is attached to the posterior e ge 
of the hard palate, as is usually done to permit 
lowering and approximation of the two mucoperi- 
osteal flaps separated from the bone, Veau freely 
raises the mucosa of the floor of the nose as well as 
that on the oral side near the edge of the cleft and 
around the posterior edge of the hard palate, thus 
obtaining two mucous layers (upper and lower) 
for closing the cleft. The nasal mucosa is quite 
elastic and can often be drawn readily across the 
cleft to be sutured to that of the opposite side. 
The nasal layer is sutured first and is the most 
important as it avoids a raw nasal surface with 
accumulation of infective secretions. Then the 
oral mucosa is sutured in a separate layer. Com- 
plete closure of this layer is not always possible, 
but this is not so important, as granulations on 
the oral surface do not cause so much damage as 
those on the nasal side. Veau’s paper, which was 
read before the Paris Surgical Society, provoked a 
lively discussion by Jalaguier (23), Broca (5), 
Ombrédanne (29), and others. Ombrédanne 
states that rigidity of the soft palate after opera- 
tion is due partly to infection from the tonsil and 
partly to an interstitial cicatricial contraction. He 
finds that spirometric exercises are very useful in 
preventing rigidity of the palate muscles, and 
employs them whenever the patient is old enough, 
commencing about three weeks after the opera- 
tion. 

Ombrédanne (30) corrects deformity of the 
nostril in harelip cases by removing a small tri- 
angular wedge of skin and cartilage from the 
anterior edge of the nasal opening. 

Coughlin (12) reports successful closure of a 
very wide congenital cleft of the hard palate by 
means of a pedicled flap of skin from the chest into 
which a piece of costal cartilage cut to fit the 
opening had been embedded previously. 

Among other noteworthy contributors to the 
subject of cleft palate and harelip are Davis (13), 
Kellock (24), Brown (6), and Moorehead (26). 


ACQUIRED DEFECTS 


The introduction by Gillies (19) of the tubed 
pedicle made possible the transfer of skin flaps 
for a greater distance and of larger size, thus put- 
ting within the range of surgical repair deformi- 
ties hitherto regarded as inoperable. Blair (2) 
achieves the same results by the delayed transfer 
method. He finds: 
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1. That the chance of success of a flap is in- 
creased, or a longer flap can be raised, or the flap 
can be cut narrower and thinner with equal 
chance of success if it is first completely raised and 
then immediately sutured back into its original 
bed and the transfer to the new position delayed 
for a period ranging from six days to two weeks. 

2. That if a flap sloughs in its original bed, the 
extent of the area lost will be considerably less 
than if it had been immediately transplanted. 

3. That ifa flap will not survive, it isan advan- 
tage to have this fact demonstrated before re- 
moval of the scar and freshening of the edges of 
the defect. 

4. That provision for a possible partial loss can 
usually be made in the planning of the flap. 

5. That a blood clot under a flap which has 
been sutured back into place may be fatal to the 
flap. The formation of such a clot can be pre- 
vented by moderate pressure of the dressings and 
the use, for twenty-four hours, of multiple drains. 

In many cases of very large defects Dufourmen- 
tel (15, 16, 17), Sébileau (35), and Moure (27) 
have made use of very long bands of skin with 
pedicles at each end assuring adequate vascu- 
larization and innervation. For reconstructing 
the entire upper lip, a complete band of skin is 
removed from the neck, but left attached at each 
end, and carried up over the chin and lower lip. 
This is preferred to taking half of the new lip from 
the right and half from the left. Later, the mu- 
cous surface is supplied by a second bipedicled 
band of mucous membrane from the lower lip. 
In other cases the bipedicled skin flap is taken 
from the scalp, the pedicles being in the temporal 
region. The hair of the scalp replaces the beard 
and mustache and hides the operative scars. 


FREE SKIN GRAFTS 


In reconstruction surgery of the face two types 
of free skin transplants are employed: the 
Thiersch-Esser or epidermic graft and the Wolfe 
or full-thickness graft. Esser, and later Waldron, 
Pickerill, and Gillies (19), adapted the Thiersch 
graft for replacing mucous membrane lining cavi- 
ties (the mouth, nose, eyelids, etc.) with skin, the 
thin skin shaving being temporarily supported on 
a mold of dental impression compound. Ferris 
Smith (36) has utilized this method even for 
relining the antrum of Highmore after removal of 
the diseased mucous membrane. The Wolfe graft 
is particularly useful for covering the secondary 
defect produced by removal of a pedicled flap; 
for instance, to replace skin of the forehead which 
has been employed to reconstruct the nose. The 
Wolfe graft can be taken from some distant part 


of the body, such as the abdomen. It should 
include the full thickness of the skin, but all 
subcutaneous fat should be carefully removed. 
Ferris Smith (36) disputes the soundness of the 
almost universal practice of cutting full-thickness 
grafts larger than the size of the area to be cov- 
ered. In his opinion such a graft should be cut 
exactly to pattern, sutured accurately, and main- 
tained with a light, even pressure. Keller and 
Parce (31) support their full-thickness grafts by 
means of dental impression compound, as in the 
Esser method. 

Practically all of the modern principles of sur- 
gical reconstruction of the face are exemplified in 
an article by Blair (3), which is very clearly illus- 
trated by photographs and diagrams. Although 
this article is devoted to the repair of war injur- 
ies, it contains a wealth of material of great 
value to the plastic surgeon in the correction of 
deformities seen in civil practice. 


ATRESIA OF THE BUCCAL ORIFICE 


Atresia of the buccal orifice may be congenital 
or a sequel of lupus, noma, syphilis, or epitheli- 
oma, but most frequently is the result of burns of 
the face. Rouget (34) observes that if it is marked 
it may prevent the introduction of solid food, 
interfere with mastication and speech, and render 
impossible the insertion of an artificial denture to 
replace lost teeth. The treatment varies with the 
nature and extent of the lesion. In minor cases, 
simple section of a band of scar tissue may suffice. 
Others are benefited by special stretching appa- 
ratus. In pronounced cases with the presence of a 
considerable amount of scar tissue, operation is 
indicated. The most favorable results are given 
by the procedure of Diffenbach or its modifica- 
tion by Ombrédanne. In Diffenbach’s operation 
a small quadrilateral flap is removed from each 
corner of the constricted mouth opening. This 
flap is restricted to the skin and subcutaneous 
tissue, not including the inner mucous membrane, 
and externally its upper and lower borders almost 
meet. The amount of cutaneous tissue removed 
depends on the amount of enlargement desired. 
After the cutting of the flap the underlying mu- 
cous membrane is divided horizontally so as to 
bisect the denuded area, and at the outer end of 
this horizontal incision an incision is made per- 
pendicular to the first but slightly convex medi- 
ally. These incisions form three small mucous 
flaps, an upper, a lower, and an external flap. 
The upper and lower flaps are sutured to the 
corresponding skin margins and the external flap 
is brought out to form the commissure. When 
mucous membrane is not available for the com- 
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missure Ombrédanne modifies this procedure by 
leaving the skin flap attached at its outer end and 
folding it into the mouth to cover the previously 
freshened raw inner surface of the cheek. Greffier 
(20) reports that Avanzi of Verona has devised 
another simple method of restoring the normal 
width of the mouth opening. After the proper 
position for the new commissure has been deter- 
mined very exactly a puncture is made through 
the skin, muscles, and mucous membrane at this 
point, and through the small opening a collar but- 
ton is introduced which is allowed to remain for 
several days until the wound has healed around 
it. The cicatrix thus formed strikingly resembles 
the normal labial commissure. At a second opera- 
tion the tissue between the mouth opening and 
the new commissure is divided and the raw sur- 
faces are covered by suturing the mucous mem- 
brane to the skin. 


ACQUIRED DEFECTS OF THE PALATE 


Small openings in the palate can be closed with 
local mucous membrane flaps as in cases of con- 
genital clefts. Several writers describe the closure 
of acquired defects of the hard palate by trans- 
planting pedicled skin flaps. Blair (2, 3) has 
utilized skin from the neck for both acquired 
defects and congenital clefts when tissue from the 
immediate neighborhood was not available. The 
flap of skin with its pedicle at the lower border of 
the jaw is raised and immediately sutured back in 
its bed for delayed transfer to the previously 
freshened edges of the palate defect. The flap 
enters the mouth through an opening in the lower 
buccal fornix, passing between the upper and 
lower teeth which must be kept separated by 
some form of splint or block to prevent them from 
biting into the flap. If some of the teeth are 
absent, there may be sufficient space to admit the 
flap without blocking the teeth apart. After the 
establishment of circulation between the palate 
and the flap, the pedicle is severed and returned to 
the neck. Attention has already been called to 
Coughlin’s transfer to the palate of such a flap 
with costal cartilage. Biedermann (1), instead of 
employing skin from the neck to close a large 
palatal defect, introduces through a 4-centimeter 
horizontal incision in the cheek a pedicled flap 
from the forehead with its base at the temporal 
artery. 


CORRECTION OF PTOSIS OF THE CHEEK FOLLOW- 
ING TRAUMATIC INJURY OF THE PERIPHERAL 
BRANCHES OF THE FACIAL NERVE 


It is recognized that in many of these cases 
functional restoration of the nerve branches is 


not possible. Therefore, Morestin, Dieulafé, and 
others, for the cosmetic effect only, have per- 
formed various plastic procedures to raise the 
sagging angle of the mouth and tissues of the 
cheek mechanically. Ombrédanne (28) advises 
supporting the angle of the mouth by means of a 
small detachable hook extending from metallic 
bands on the posterior upper teeth. While this 
appliance is worn, it considerably improves the 
facial appearance. Perhaps the most satisfactory 
results are obtained by the operation of Burian 
(8). Under local anesthesia an incision is made 
from the lower border of the malar bone to the 
lower border of the mandible parallel to and one 
finger’s breadth in front of the masseter. The 
skin is separated from the muscular layer forward 
as far as the labial commissure and upward as far 
as the malar bone. The anterior border of the 
masseter is exposed and a ribbon of this muscle 
1 centimeter wide is detached with its pedicle 
above. At the lower end a small piece of perios- 
teum is detached with the muscle to serve as sup- 
port for sutures. The length of the muscle strip 
should be such that it will remain well stretched 
when it is placed in its new position. A piece of 
fascia lata 1 centimeter wide and 7 centimeters 
long is removed. One end of this is fixed in the 
wound 1 centimeter below the angle of the mouth 
by a silver wire passed through the skin, and also 
to the labial commissure. The free end of the strip 
of fascia is stretched upward by an assistant while 
the masseter muscle band is drawn toward the 
labial commissure, having been divided into two 
parts. Each part is then sutured very solidly to 
the orbicularis muscle of the upper and lower lips 
respectively and to the band of fascia. The posi- 
tion of the angle of the mouth being controlled by 
drawing on the band of fascia, the end of the latter 
is sutured very carefully to the periosteum of the 
anterior surface of the malar bone. The skin 
wound is then closed. 


RHINOPLASTY 


Blair (4) is of the opinion that in reconstruc- 
tion of the nose, unless the result can be made 
both functionally and cosmetically acceptable, it 
is better to give the patient a prosthesis. The two 
chief advances in rhinoplasty during the war were 
the universal recognition of the fact that the lining 
is as essential as the external covering, and the 
very much less general recognition of the fact 
that the reconstructed parts should be cut from 
carefully made patterns. Total rhinoplasty may 
be divided into three essential parts—the provic- 
ing of the covering, the lining, and the supporting 
frame. Upon the extent of the nasal deformity 
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depends the necessity for supplying any or all of 
these three. Most writers now agree that skin 
from the forehead (Indian method) is greatly 
superior to that from the arm (Italian method) to 
supply the covering of the nose. According to 
Smith (36), the Italian method, which consists in 
fashioning a pedicle on the arm and transferring it 
Jater to the nose with the arm immobilized on the 
head until the new blood supply is established, 
has nothing to recommend it for facial repair and 
much to condemn it. The position is torture to 
the patient, there is danger of emboli in the super- 
ficial veins of the arm, infection readily occurs 
from contact with the nose, and dressings are 
difficult. The supporters of the method can claim 
only that it prevents scarring of the forehead. 
This is offset by the fact that the texture of the 
skin is such that its contrast with that of the face 
and scalp is very marked. If forehead skin is not 
available, chest skin should be supplied by the use 
of Gillies’ tubed pedicle. Blair (4) also states that 
the most dependable tissue for covering the nose 
and one which can be used also for lining is the 
skin and subcutaneous tissue of the forehead. 
The forehead defect can be immediately filled in 
with a full-thickness skin graft from the abdomen, 
and when this is carefully done, the repair will be 
only slightly noticeable. The arm skin trans- 
planted by the Italian method, and skin from the 
chest or the abdomen transplanted by a “jump 
flap” do not conform as well in appearance to the 
normal nasal skin. Small or even quite large 
flaps can be made from the cheeks, but with less 
accuracy than from the forehead and the defect is 
more noticeable; a columella, however, can be 
made quite well from the upper lip. For replacing 
lost mucous membrane Gillies (19) suggested 
covering the under-surface of the forehead flap 
with a Thiersch graft supported on dental im- 
pression compound. Blair (4) finds that such 
grafts subsequently undergo contraction so great 
as to demand relining of the nose. He and most 
other workers rely for this purpose on pedicled 
‘laps of skin from the edges of the defect or the 
forehead. 

There is considerable divergence of opinion as 
to the best material for the supporting framework 
of the nose. A few years ago New advocated the 
use of celluloid. Tieck (39) employs the middle 
turbinate removed from the same patient, de- 
nuded of its mucous membrane, and subjected to 
sterilization in normal saline at 143 degrees F. 
ior four minutes. The majority of surgeons 
employ costal cartilage or rib or a combination of 
both. Cohen (10) says that cartilage grafts alone 
never form union with bone and are therefore 


never firmly fixed on the nose and are always 
absorbed to a greater or less degree. Bone grafts 
from the anterior border of the tibia have also 
failed in several of Cohen’s cases. He finds the 
ideal substance in this work to be a graft com- 
posed partly of bone and partly of cartilage, taken 
from the seventh or eighth rib. The bony part of 
the graft is placed above in contact with the 
frontal and nasal bones, while the cartilage builds 
out the lower portion of the bridge. Carter (9) also 
uses a section of the eighth or ninth rib and costal 
cartilage, preserving the periosteum on the outer 
surface. He shows cases of union of the rib and 
frontal bone several years after operation. That 
cartilage is absorbed in the tissues is contrary to 
the observations of Gillies (19), Blair (4), and 
Smith (36). Blair says: “The general observation 
is that transplanted bone without normal func- 
tion does not survive, and in at least two cases of 
rib transplant for rhinoplasty that have come 
under my observation two years later the bone 
has been completely or almost completely ab- 
sorbed. On the other hand, my observation is 
that where perichondrium remains in contact with 
two-thirds of its circumference, the cartilage will 
persist. We have one case in which the trans- 
planted cartilage has remained unchanged four- 
teen years.” In this connection Smith (36) states: 
“Free plants of bone with or without periosteum 
into the soft tissues are slowly absorbed. Carti- 
lage has no blood vessels and lives easily by lymph 
absorption with or without its perichondrium. It 
probably grows when its perichondrium remains 
attached. Cartilage is readily modeled to meet 
any requirements. Cartilage does not unite with 
bone, but is held in position by fibrous adhesions. 
It is the ideal supporting substance.” The writer 
of this review agrees with Gillies, Blair, and Smith 
as to the superiority and permanency of costal 
cartilage as compared with other supporting sub- 
stances in rhinoplasty. 


BONE GRAFTS 


Delageniére, the originator of the osteoperi- 
osteal graft, gives a comprehensive account of the 
advantages, indications, and technique in a recent 
article (14). He states that the object of the 
osteoperiosteal graft is to furnish all the elements 
necessary for bone formation to any part of the 
osseous system where these elements are deficient 
or completely absent. Properly speaking, there- 
fore, it is not a question of a bone graft, but only 
a graft of the elements indispensable for the for- 
mation of a part of a bone or of an entire bone. 
Thus, in spite of Albee’s statements to the con- 
trary, any part of the skeleton can be recon- 
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structed and any pseudarthrosis can be cured by 

means of osteoperiosteal grafts, and these results 
obtained in a manner more simple, more effica- 
cious, and more certain than with the grafts of 
Albee. To be sure, the latter may have a useful 
role in certain losses of substance of the tibia, but 
they rarely succeed when employed alone, and 
should generally be completed by osteoperiosteal 
grafts. Delageniére gives in detail the technique 
of removing the grafts and their application to 
various situations, among which are the mandible 
and the nose. Another favored source from which 
to obtain a bone graft for the mandible is the 
crest of the ilium, as set forth in the articles of 
West (51) and Risdon (33). The use of the pedi- 
cled graft from the mandible itself is advocated in 
papers by Cole (11) and Tainter (37). Ivy (21) 
has collected statistics covering the various meth- 
ods of bone grafting employed in ununited frac- 
tures of the mandible occurring in American 
soldiers. The article briefly outlines the technique 
of these methods. 

Very complete accounts of the management of 
maxillofacial injuries in the German army are 
given in a series of pamphlets by Bruhn, Linde- 
mann, and their collaborators (7), and also in an 
article by Praeger (32). The underlying prin- 
ciples for the treatment of fractures of the jaws 
were essentially the same as those recognized by 
the Allies, namely, the co-operation of the surgeon 
and dentist and the re-establishment as far as 
possible of the normal occlusion of the teeth. In 
splinting, the Germans show a more pronounced 
leaning toward the employment of orthodontic ap- 
paratus and methods. They were particularly suc- 
cessful in the use of the nail extension for the 
reduction and retention of edentulous jaw frag- 
ments. The nail is passed through the fragment 
by an external incision, force being brought to 
bear on the fragment by elastic traction on the 
projecting end of the nail from a wire attached to 
a skull cap. In bone grafting for ununited frac- 
tures with loss of substance the graft was gen- 
erally obtained from the crest of the ilium. 


RECURRENT DISLOCATION OF THE MANDIBLE 


Though recurrent dislocation of the mandible is 
not strictly within the scope of reconstruction sur- 
gery of the face, attention is here called to what 
appears to be a very satisfactory operative pro- 
cedure for the cure of this obstinate condition. 
Konjetzny (25) opens the mandibular joint by 
reflecting a small flap downward. The meniscus 
is severed from its posterior and lateral attach- 
ments but still remains fast in front to the lateral 
and medial portion of the joint capsule. After 


severance of the insertion of the external ptery- 
goid muscle from the neck of the condyle, the 
meniscus is rotated at right angles and sutured in 
front of the condyle. This corrects the tendency 
to dislocation by preventing forward movement 
of the condyle when the mouth is opened. After 
the operation the jaw is bandaged for ten to 
fourteen days. 
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Abadie and Argaud: Crushing Operations in 
Gastro-Intestinal Surgery; Experimental Re- 
search (L’écrasement en chirurgie gastro-intestinal: 
recherches expérimentales). Bull. Acad. de méd., 
Par., 1922, Ixxxvii, 612. 


In experiments on dogs the authors found that, 
far from causing necrobiosis, crushing methods seem 
to stimulate multiplication of cells so that the 
denuded parts are covered more quickly than when 
simple suture is used. 

The objection that the dead tissue produced 
disturbs cicatrization was not supported by the 
investigations. Neither was it found that the pro- 
cedure favored infection. 

The experimental work comprised: (1) suture of 
the sectioned stomach without crushing; (2) suture 
of the stomach over the Mayo crusher; (3) Mayo 
crushing of the duodenum with omental plastics; 
(4) experiments with the Martel crusher; and (5) 
crushing of the intestine with ligation and a buried 
pursestring suture. 

When crushing was done, consolidation resulted 
at the end of five days with the exception of heal- 
ing of the mucosa; the mucosa was healed in twelve 
days. Chromic catgut alone was used for suturing. 
Ligation of the intestine over the crushed part 
followed by the insertion of a pursestring buried 
suture has no more value than the ordinary suture 
row which causes a less voluminous longitudinal 
scar toward the intestinal lumen. 

In the authors’ opinion the Martel technique gives 
more uniform and quicker results than the Mayo 
technique of suturing over the crusher. If the Mayo 
method is employed a superficial row of sutures 
should be placed over the crushed part before the 
buried row. W. A. BRENNAN. 


ANZSTHESIA 


Levine, E. C., and Segall, H. N.: Post-Transfusion 
Reactions; Alterations in the Blood After 
Ether Anzsthesia and After Blood Trans- 
fusion. Surg.,Gynec. & Obst., 1922, xxxv, 313. 


In spite of pretransfusion tests to determine the 
compatibility of the donor’s and recipient’s bloods, 
post-transfusion reactions continue to occur. 

The authors report three cases which show that a 
long operation under ether anesthesia alters the 
hemo-agglutinin properties of the patient’s serum. 
In such cases the blood serum withdrawn imme- 
diately after the operation had a pinkish tinge and 


agglutinated the donor’s corpuscles. This change 
disappeared during the first twenty-four hours after 
the operation, at about the time of the patient's 
recovery from the effects of the ether anesthesia. 
The authors attribute it to: 

1. Lipoids liberated from the tissues and taken 
up by the blood. When the lipoids are excreted 
from the blood, the serum behaves as before opera- 
tion. 

2. The organic products of surgical shock which 
may temporarily alter the hemo-agglutinins. 

3. The ether present in the blood. This hypothe- 
sis is supported by the pinkish tinge in the serum 
due to hemolysis of the red blood cells which is 
probably caused by the ether. Ortel suggests that 
ether as a lipoid solvent alters the colloidal state 
of the blood and thus affects the hamo-agglutinin 
and hemolysin phenomena which are also colloidal 
reactions. Supporting this theory is Bruere’s ob- 
servation that the blood Wassermann reaction is in- 
terfered with by substances which change the col- 
loidal state of the blood. 

For postoperative transfusion after prolonged 
anesthesia the authors believe it is essential to 
match the patient’s serum with the donor’s red cells 
and vice versa after operation, even when they have 
been matched previously. The sample of blood 
serum from the patient must not be taken before the 
end of twenty-four hours. This necessitates post- 
poning the transfusion twenty-four hours. During 
the interval the patient may be benefited with glu- 
cose or saline injections. 

In the treatment of various diseases multiple 
transfusions from a given donor to a given recipient 
may cause the development in the blood of the latter 
of specific agglutinins and hemolysins against the 
donor’s cells which were not present originally. 
Cases have been known in which a post-transfusion 
reaction followed a second or subsequent trans- 
fusion when the blood had been matched and there 
had been no reaction following the first transfusion. 
Blood tests showed an agglutinative or hemolytic 
reaction. 

It is important to know whether the reaction is 
associated with any change in the group of the 
recipient. Stearns, Fortuine, and Ferry concluded 


from a review of 280 transfusions that subsequent 
donations of blood by a given donor to a given 
recipient tend to increase the frequency of reaction 
in direct proportion to the number of the trans- 
fusions, and that repeated transfusions from sever: 
donors to a given recipient tend to increase the 
frequency of reaction in the recipient. Meleney, 
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Stearns, Fortuine, and Ferry found that donors dif- 
fered considerably in their tendency to produce re- 
actions. 

A post-transfusion reaction suggests anaphylactic 
shock. The first transfusion induces the hyper- 
susceptibility of the recipient’s serum against the 
donor’s cells. 

Robertson and Rous state that in cases of repeated 
transfusion it is necessary to test for auto-agglutina- 
tion in the recipient’s blood. They point out also 
that serum separated at 37 degrees C. contains more 
agglutinins than that separated at room tempera- 


SURGERY OF THE 


HEAD 


Walker, F. I.: The Surgical Anatomy of the Supe- 
rior Sagittal Sinus (Zur chirurgischen Anatomie 
des Sinus sagittalis superior). Nowy Chir. Arch., 
1922, i, 612. 

Three venous sinuses of the dura mater are of 
surgical importance: the sagittal, cavernous, and 
transverse sinuses. The sagittal sinus, which is 
located in the falciform process, has been studied 
the least. This sinus is generally triangular and re- 
ceives the upper cerebral veins, the veins of the 
dura and the cranial bones. The conditions found 
are not always as they are described in textbooks 
on anatomy. 

In rare cases the sagittal sinus is entirely absent 
(Portal, Veuret). More frequently it is split into 
two parts by a partition (Knott, Vieg d’Azur, 
Theile). 

The pacchionian granulations of the sagittal sinus 
have often been studied. The question regarding 
the pathologic or normal origin of these structures 
has been answered in many ways, but Trolard (1892) 
was the first to advance the now generally recog- 
nized theory that these structures are normal. The 
author’s own investigations were based on 100 
specimens of the sagittal sinus obtained from male 
and female cadavers of different ages, beginning 
with early infancy. After the skull had been meas- 
ured and the vault of the cranium removed the sagit- 
tal sinus and its lacuna were studied and measured. 

Regardless of the variations in the findings, two 
main types of the sagittal sinus were determined: (1) 
the simple type, with straight outlines and weakly 
developed lacuna; and (2) the lacunar type, with 
markedly winding lacune. The lacune usually vary 
in size between 1.1 and 3.3 cm.; in some cases they 
may measure asmuchas6.2cm. According to their 
position they may be classified as anterior, middle, 
and posterior. The smaller the sagittal sinus, the 
larger were the other sinuses. 

The external architecture of the skull and the age 
of the subject exert an influence upon the structure 
of the sagittal sinus. The simple straight type is 
found in dolichocephalic skulls, whereas the wind- 
ing, lacunar type of sinus is observed more fre- 


ture, whereas agglutination is more marked at room 
temperature. 

The authors conclude that the compatibility of 
the recipient’s and donor’s bloods must be deter- 
mined prior to every transfusion; that no trans- 
fusion should be done within twenty-four hours of 
prolonged ether anesthesia even when the donor has 
been found suitable previous to the induction of 
anesthesia; and that it is best to make both the 
indirect test to determine the group of the donor and 
recipient and the direct test to corroborate the com- 
patibility of the bloods. Watrter C. Burket, M.D. 
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quently in brachycephalic skulls. At senility there 
is a confluence of the small lacunz, and the older 
the person, the more pronounced are the pacchion- 
ian granulations. 

The anatomical relations described are of clinical 
importance. Injuries of the sagittal sinus are not 
so rare as is generally believed. In 1tgor Luys 
described forty-one cases. The author reports a 
case of sinus injury in the St. Petersburg Obuschoft 
Hospital on the service of Grekow. The patient 
was a man 63 years old who was operated upon for a 
severe injury of the skull. The haemorrhage from 
the injured sagittal sinus was arrested by packing. 

In general, such injuries in dolichocephalics and 
young persons are less dangerous than in brachy- 
cephalics and older persons. These relationships 
come up for consideration also in trephining opera- 
tions on the skull. ScHAACK (Z). 


Dandy, W. E.: An Operation for the Total Extirpa- 
tion of Tumors in the Cerebellopontine Angle: 
A Preliminary Report. Bull. Johns Hopkins 
Hosp., 1922, xxxiii, 344. 

The most common tumor in the cerebellopontine 
angle is an encapsulated endothelioma arising from 
the leptomeninges. This is a benign tumor. Its 
complete removal results in a permanent cure but 
the mortality of the operation is high. Therefore 
partial intracapsular enucleation is to be preferred. 
The salient features of the author’s method are 
as follows: 

Bilateral suboccipital exposure of the cerebellum 
is effected with as much exposure of the involved 
angle as possible. The interior of the growth is 
removed with a curette. The capsule is then picked 
up with the forceps and, beginning at the upper and 
lower poles, carefully drawn away from the medulla, 
pons, and mid-brain. This traction brings into 
view the several small veins and arteries crossing 
from the brain stem to the tumor. The vessels are 


ligated individually with silver clips or fine silk 
ligatures and divided. Gradually the whole tumor 
is delivered from its bed without trauma to the 
brain stem. The cranial nerves stretched by the 
neoplasm are liberated as the capsule falls away 
H. A. McKnicut, M.D. 
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Ransohoff, J. L.: Occipital Encephalocele. Cincin- 
nati J. M., 1922, iii, 269. 

The author reports an encephalocele as large as 
a man’s fist in a child six weeks old. The swelling 
occupied the entire fold between the neck and the 
scapular region and compelled the child to hold its 
head to the left side. The sac was thin and trans- 
lucent, and seemed about ready to burst; an im- 
pulse was noted when the child cried. X-ray ex- 
amination showed a split in the posterior processes 
of the atlas. 

At operation under ether anasthesia the sac was 
entirely circumscribed, sufficient skin being left to 
close the opening. The sac was then dissected to a 
rather wide pedicle, opened, and found to contain the 
left lobe of the cerebellum. The cerebellum was re- 
turned to the cranial cavity, the dural wound closed, 
and the bone defect repaired by reflecting two per- 
iosteal flaps and suturing one over the other with 
catgut. The skin wound was closed with fine silk. 
The postoperative recovery was uneventful. 

Fourteen and one-half months later the child 
seemed normal except for a wry neck (probably due 
to involvement of the cervical nerves), inability to 
sit up, and poor development. 

Watter C. Burkert, M.D. 


Adson, A. W.: Preservation of the Motor Root 
of the Gasserian Ganglion During the Division 
of the Sensory Root for Trifacial Neuralgia. 
Surg., Gynec. & Obst., 1922, XXXVv, 352. 


The author describes the technique of preserving 
the motor root while dividing the sensory root of the 
gasserian ganglion which was done in the Mayo 
Clinic in nine consecutive cases since March, 1922. 
The disadvantages of a radical operation, such as 
hemorrhage, ocular palsy, a high mortality rate, 
traumatic keratitis, and occasional facial paralysis, 
have been largely overcome by refinement of tech- 
nique and the use of special instruments. Numb- 
ness of the face and the margin of the tongue is still 
a disadvantage which cannot be overcome, but the 
patient who has had one or two recurrences of true 
trifacial neuralgia readily accepts the numbness in 
exchange for the excruciating pain incident to the 
disease. 

When the motor root is sacrificed, paralysis of the 
pterygoids, masseter, and temporal muscles dis- 
turbs the alinement of the jaw when the mouth is 
opened, prevents good coaptation of the teeth on 
the side operated upon, and causes atrophy of the 
muscles and depressions above and below the zy- 
goma. With the technique described it is possible 
to preserve the motor root without the use of the 
faradic current, thereby preventing motor paralysis, 
but in very old persons who have had their teeth 
removed and do not intend to use a plate there is 
no object in preserving it. 

It is possible to dissect the sensory root from the 
motor root and divide it without injury to the motor 
root in approximately the time required to di- 
vide the sensory and motor root of the gasserian 


ganglion. The motor root, as it enters the middle 
fossa over the petrous portion of the temporal bone 
through the hiatus in the dura, is found underneath 
the sensory root on the mesial side; it continues in 
that relation under the root fibers until it approaches 
the gasserian ganglion body, when it makes a fairly 
abrupt turn and passes obliquely downward and 
outward underneath the gasserian ganglion through 
a separate sheath of the third branch into which it 
diffuses. 

The ganglion is exposed through an oblique inci- 
sion of the skin, temporal fascia, and temporal 
muscle made 1 cm. in front of the ear and extend- 
ing upward and backward from the zygoma for 7 
cm. A trephine opening about 3 cm. in diameter is 
then made in the skull, the dura elevated, the middle 
meningeal artery ligated, the third branch of the 
nerve identified, and the dissection carried upward 
and backward, the dura being elevated from the 
arachnoid which is attached to the ganglion until 
pulsation can be seen above the ganglion. The 
arachnoid covering the posterior root fibers is then 
opened with a small, sharp, right-angled knife, all 
sensory root fibers and the outer part of the gas- 
serian ganglion being well exposed. After bleeding 
has been controlled the assistant holds the illumi- 
nated retractor, gently elevating the temporal lobe, 
holding the dura taut, and exposing the posterior 
margin of the gasserian ganglion along with the sen- 
sory root. 

The small dissecting hook is then placed over 
the sensory root fibers on the mesial side as they 
enter the ganglion and these fibers are retracted 
gently in a downward and forward direction, the 
posterior sensory root fibers and the posterior mar- 
gin of the gasserian ganglion on the mesial side 
being slightly elevated. With another hook the 
mesial side of the sensory root is caught and elevated 
by traction downward and outward sufficient to ex- 
pose the motor root lying as a separate fasciculus 
underneath and independent of the sensory root 
presenting a downward course toward the third 
branch. This is preferable to following the sensory 
root fibers upward and inward to the mesial side 
of the gasserian ganglion. After the motor root is 
brought into view the sensory root is held away 
from the motor root by a hook and the sensory fibers 
are divided with a knife. 


Profant, H. J.: Chronic Suppurative Parotitis with 
Acute Exacerbations. California State J. M., 1922, 
XX, 301. 


With the report of a case in which there were two 
acute attacks of suppurative parotitis within a year 
the author gives a brief review of the essentials of 
the anatomy and physiology of the parotid gland 
and discusses the etiology and treatment of suppur::- 
tive parotitis. On the basis of his own case and those 
reported in the literature he draws the following 
conclusions: 

1. Chronic suppurative parotitis with acute 
exacerbations is a rare condition. 
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2. An acute attack is favored by inactivity of the 


land. 
. 3. Susceptibility of the gland to infection is fa- 
vored by stasis. 
4. The exciting cause is an acute infection oc- 
curring in the chronic condition. 
5. The prophylactic treatment is maintenance 
of active secretion. 
6. The active treatment consists in the alternate 
local applicaton of heat and cold. 
7. Whenever the general symptoms warrant, 
drainage should be established by free incisions. 
E. C. RositsHex, M.D. 


Edberg, E.: Congenital Labiopalatine Malforma- 
tions. Acta chirurg. Scand., 1922, lv, 1. 


Lip and palate defects occurring alone or with 
other congenital malformations may be inherited. 
In Edberg’s opinion it is the duty of physicians to 
enlighten the laity as to the manifest familial prop- 
agation of certain malformations. 

In 154 labial and eighty-four palatine operations 
the mortality was 6 per cent. The danger of aspi- 
ration pneumonia from narcosis is emphasized and 
early operation on the lip without anesthesia rec- 
ommended to overcome this as well as the inanition 
due to the infant’s inability to nurse satisfactorily. 
The palate should be left alone until the child is 2 
or 3 years of age. The mortality of early palate 
operations is high, 12 per cent. The author has per- 
formed eighty-four palate closures in children rang- 
ing in age fom 1 to 8 years. There were two deaths 
from pneumonia. 

In operations upon the lip, flaps from the nasal 
septum and the lateral aspect of the jaw are utilized 
to close the nasal opening. As a part of the post- 
operative treatment the lips are exposed to direct 
sunlight for a period each day. 

In closing the palate the methods of Lane- 
Moscovic and Langenbeck are used. All operations 
are done in two stages. Since 1912 the author has 
operated upon twenty-seven cases with the Lane- 
Moscovic method. In nineteen, healing occurred by 
first intention; in three, a fistula formed; in one, 
there was partial rupture, and in one, total rupture. 
There was one death in this series. 

The influence of palatine operations on speech is 
discouraging, but the afflux of air to the nasopha- 
ryngeal cavity becomes normal and the entrance of 
food into the nasopharynx is prevented. 

Edberg’s investigations have brought to light the 
fact that labiopalatine malformations occur con- 
siderably more often in males (57 per cent) than in 
females (43 per cent). In 2.3 per cent of the cases 
the condition was inherited from one of the parents 
and in 3.7 per cent it was present also in a brother or 
sister. In 5 per cent it was combined with other dis- 
abilities or defects. ‘The incidence of the various 
malformations was as follows: simple labial defect, 
25 per cent: simple palatine defect, 25 per cent; and 
a combination of the two defects, 50 per cent. 

A. B. Murpuy, M.D. 


Ochsner, A. J.: The Treatment of Cancer of the 
Jaws. Ann. Surg., 1922, Ixxvi, 328. 


Ochsner’s experience has convinced him that early 
and very extensive operation with the cautery 
followed by carefully planned after-treatment with 
the X-ray or radium is quite worth while in cases of 
cancer of the jaws as occasionally even advanced 
cases will be permanently cured by this method. 

Morris H. Kann, M.D. 


NECK 


Tinker, M. B.: The End-Results of Treatment in 
Certain Forms of Malignancy of the Neck. 
Ann. Surg., 1922, 1xxvi, 335- 


In response to a circular letter to all members of 
the American Surgical Association concerning re- 
sults in the management of various forms of malig- 
nancy of the neck, the author received data from 
thirty-eight surgeons. 

From the standpoint of treatment Tinker di- 
vides the cases into three groups: (1) those in 
which operation is contra-indicated, such as cases 
of metastases to the neck from tonsillar or pharyn- 
geal growths or growths of unknown origin (the 
roentgen-ray or radium should be used for these); 
(2) those in which operation offers a reasonable 
prospect of cure, such as cases of early malignancy 
originating in branchial cleft remnants, carotid- 
gland tumors, parotid tumors, and early cases of 
Hodgkin’s disease; and (3) those in which opera- 
tion offers little, but the roentgen-ray and radium 
have caused improvement and occasionally a cure, 
viz., advanced cases of Hodgkin’s disease, thyroid 
malignancy, and branchial cleft carcinoma. 

Permanent results depend upon complete extirpa- 
tion of all diseased tissue and all neighboring 
lymphatic glands, block dissection, sharp dissec- 
tion as opposed to blunt dissection, and the use of 
the actual cautery instead of the knife for the exci- 
sion of certain growths. A dry field is obtained by 
control of the main arterial blood supply early in 
the operation, either by temporary closure with a 
Crile clamp or a Halsted and Matas flexible metallic 
band or by vessel suture. A greater portion of a 
large vessel can be saved and therefore more collat- 
eral circulation can be preserved by vessel suture. 
The author has sutured the carotid artery three 
times — twice for carotid-gland tumor and once for 
branchial cleft malignancy. The patients survived 
five years or longer. All general anesthetics in- 
crease blood pressure and the venous ooze. The 
majority of surgeons prefer ether. The author 
favors local anesthesia with or without general 
anesthesia. 

In 183 cases of Hodgkin’s disease a five-year cure 
was obtained in seventeen. Some surgeons have 


abandoned surgical treatment of this condition. 
The roentgen ray has caused striking improvement in 
many cases which appeared to be hopeless. 

In twelve cases of carotid-gland tumors there were 
five five-year cures and one operative death. The 
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author regards carotid-gland tumors as malignant. 
Radical removal of the growth with permanent clo- 
sure of the arteries gives a good prospect of perma- 
nent cure. Dissection from the vessels is frequently 
followed by recurrence. 

In sixty-two cases of thyroid-gland malignancy 
there were fifteen five-year cures and one operative 
death. The Mayo Clinic has had 207 cases but has 
not reported the late results. The length of time 
the disease has remained unrecognized or even un- 
suspected is often surprising. Operation performed 
before the tumor has extended beyond the capsule 
should give a permanent cure. In two cases with 
extensive malignancy of long standing and with in- 
filtration of the great vessel sheaths and the larynx, 
thorough removal of the growth followed by radium 
treatment has given a cure lasting for seven years in 
one case and for eight years in another. 

In fifteen cases of branchial cleft malignancy there 
were three five-year cures and two operative deaths. 
The results depend largely upon the duration and 
the extent of the growth. Early operation gives a 
reasonable prospect of cure, and certain of the sur- 


SURGERY OF 


CHEST WALL AND BREAST 


Dunham, E. K.: Infection in the Mediastinum in 
Fulminating Cases of Empyema. Surg., Gynec. 
& Obst., 1922, xxxv, 288. 


Fulminating cases of empyema are frequently 
associated with pericarditis or peritonitis. These 
conditions have often occurred so nearly simul- 
taneously as to suggest that the streptococcus has a 
special predilection for serous membranes. Statis- 
tical data based on about 4,000 cases of non-traumatic 
empyema tend to show, however, that this assump- 
tion is not correct, the involvement of the pericar- 
dium, the peritoneum, and the pleura being due to 
direct extension of the infection through the inter- 
stitial tissues. 

Since extension from the peribronchial tissue 
spaces may advance toward the pleura and cause 
empyema, it is not at all unreasonable to suppose 
that it can travel also in the opposite direction and 
thus involve the hilum and the mediastinum. In the 
histories of 3,889 cases of empyema there was no 
record showing the recognition of acute mediastinal 
infection during life but this condition was noted at 
autopsy in sixty-seven (12.6 per cent) of the 531 
necropsies performed within four weeks after the 
empyema was recognized. 

The author discusses the histories and autopsy 
reports in detail and cites cases which support his 
conclusions. 

Sections of the tissues clearly demonstrated the 
presence of the infecting organisms in the inter- 
stitial spaces. In one case with distinct interstitial 
involvement the cultures from the heart blood were 
negative, a fact indicating that the presence of the 


gically hopeless cases can be cured by the applica- 
tion of radium. 

In 170 cases of parotid-gland malignancy there 
were twenty-two five-year cures. If the growth is 
within the capsule there is a chance for a permanent 
cure, and if the capsule is carefully followed during 
excision the facial nerve may be avoided. The 
author has operated upon eight cases without in- 
jury to the facial nerve and with permanent cure. 
After the capsule has been broken the growth ex- 
tends rapidly and the prospect of permanent cure 
becomes less. The author draws the following con- 
clusions: , 

1. The end-results in certain cases usually con- 
sidered mildly malignant are pefhaps not so good as 
is generally supposed. 

2. A number of reliable observers have seen per- 
manent improvement follow the use of the roentgen 
ray and radium. 

3. Certain forms of malignancy of the neck con- 
sidered hopeless by some surgeons have been oper- 
ated upon with apparently permanent cure by others. 

Watter C. Burkert, M.D. 


THE CHEST 


bacteria in the mediastinal tissues is not duc to 
bacteremia. 

Attention is directed to the fulminating character 
of the cases in which an infection of the mediastinal 
tissues is observed most frequently. The inci- 
dence of mediastinitis declines rapidly in the suc- 
cessive weekly periods. | RALPH B. Betrman, M.D. 


Sorge: A Contribution to Our Knowledge of 
Mediastinal Tumors (Beitrag zur Kenntnis der 
Mediastinaltumoren). Arch. f. klin. Chir., 1922, 
CXX, 150. 

The author reports a case of very large mediastinal 
tumor in a farmer 23 years of age and discusses the 
clinical aspect and pathologic anatomy of the con- 
dition. 

An early diagnosis is rarely made. Most cases 
come to the clinic with the most pronounced symp- 
toms of compression in the mediastinum. The 
variations in the condition are always striking: the 
most severe dyspnoea gives way to complete euphoria 
following slight therapeutic measures. 

In the case reported, salvarsan therapy had a 
transiently good effect although the Wassermann 
test was negative. This fact the author attrib- 
utes to the extensive necrosis which was found 
at autopsy. He therefore recommends the trial 
of salvarsan therapy in all such cases. Other treat- 
ment is purely symptomatic. The only surgical 


treatment usually possible when the tumor is 
situated in the anterior mediastinum is decom- 
pression by a Sauerbruch longitudinal mediastin- 
otomy. When the tumor is in the posterior mediasti- 
num an Enderlen right-angled flap reaching to the 
border of_the scapula and with its base from tie 
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third to the ninth thoracic vertebra, should be 
formed to obtain an extrapleural exposure. 

The tumor in the author’s case was probably a 
lymphosarcoma originating in the remains of the 
thymus. Stevers (Z). 


Hoernicke, E.: A Teratoma of the Anterior Medias- 
tinum (Ein Teratom des vorderen Mediastinums). 
Zischr. f. Path., 1922, xxvii, 237. 


Among teratomata of the anterior mediastinum 
those of cystic type are more common than the 
solid teratomata. All consist of fibrous substance 
and formations resembling skin. In those of com- 
plicated structure the tissue of all organs may ap- 
pear; sometimes there are also tissues which have 
undergone malignant degeneration. Such tumors 
are most common between the twentieth and 
thirtieth years of age. The clinical symptoms cor- 
respond in general to their size. The mortality is 
very high because of the encroachment of the 
growth on the respiratory and circulatory tracts. 
Metastases are rare, even in cases of the malignant 
forms. Seven of the sixty-four known cases are 
— a case treated by the author is reported in 
detail. 

Hoernicke’s patient was a man 25 years of age. 
In the anterior mediastinum was found a cyst the 
size of a child’s fist, with two cavities. Both cavities 
contained pulpy masses, and in the larger, hair and 
polypous proliferations from the wall were present 
in addition. In a thickened portion of the wall 
were a few more small cysts. The ground sub- 
stance of the wall was connective tissue and con- 
tained smooth muscle fibers, particularly entodermal 
formations, and transversely striated muscle fibers. 
The cavities were lined with epithelium of the 
character of epidermis or mucous membrane epithe- 
lium. A few small cysts contained columnar epithe- 
lium. On the areas with polypous development the 
epithelial covering showed sebaceous glands, sweat 
glands, and undifferentiated glands. Thymus tis- 
sue, a small piece of cartilage, and a mass of undif- 
ferentiated tissue were also found. Koenic (Z). 


Leavitt, P. H.: Tuberculosis of the Breast, with the 
Report of Two Cases. Boston M. & S. J., 1922, 
clxxxvii, 392. 


The author gives a brief review of the literature. 
On the basis of postmortem examinations it is 
assumed that cases of tuberculosis of the breast 
show evidence of tuberculosis also in the lungs or the 
abdomen. The infection enters the breast through 
the blood or lymph streams, by direct extension, or 
through a cracked nipple. The general appearance 
of the discrete and confluent types is described. A 
discussion of the differential diagnosis and treat- 
ment is followed by a report of the author’s two 
cases. The article is summarized as follows: 

1. Tuberculosis of the breast is one of the rarest 
jorms of tuberculosis. 

2. The source of the infection is variable. 


3. A differential diagnosis between carcinoma 
and tuberculosis is often difficult. 

4. Operation gives excellent results. The choice 
of operation must be based on the type of the infec- 
tion. E. C. RositsHex, M.D. 


Bunts, F. E.: The End-Results of Operations for 
Cancer of the Breast. Ann. Surg., 1922, lxxvi, 341. 


For successful results the treatment of cancer of 
the breast like that of any other pathologic condition 
must be strictly individualized. 

The results depend more upon the stage and dis- 
semination of the growth when it is presented for 
treatment than upon the particular type of operation 
performed. 

More data regarding the pre-operative and post- 
operative use of the X-ray and radium are required 
before final conclusions can be drawn, but there 
seems to be little doubt of the value of radium 
applied directly in the axilla. 

The substitution of the X-ray or radium for 
surgical treatment cannot be safely considered at 
the present time. 

The early removal of the growth remains the 
one and only sure method of treatment. 

H. W. McKnicur. 


TRACHEA AND LUNGS 


Marschik, H.: Tracheal Resection and Tracheo- 
plasty, with Special Consideration of Trans- 
verse Resection (Ueber Trachealresektion und 
Trachealplastik mit besonderer Beruecksichtigung 
9g Querresektion). Monatsschr. f. Ohren., 1921, 
v, 776. 


Although dilatation is the method of choice in 
the treatment of cicatricial stenoses, operation may 
be rendered necessar¥ by such conditions as ulcers 
due to pressure, difficulty in the introduction of 
bougies, etc. In cases of stenosis due to softening, 
the delicate hyaline cartilage of the tracheal pas- 
sages is easily destroyed by pressure from without 
(struma) or by perichondritis. A condition desig- 
nated as “‘tracheomalacia”’ then develops which robs 
the trachea of its firmness. When this occurs the 
stenosis and the inspiratory suction of the tracheal 
wall cannot be relieved after the removal of the 
pressure and the only treatment possible is tracheal 
resection. Partial resection with covering of the 
resulting defect by a plastic operation is best. The 
prognosis of total or transverse resection is less 
favorable. As the lung, and in fact all of the thoracic 
viscera, are hung on the trachea, as it were, a great 
dehiscence develops following the transverse resec- 
tion, and this can be prevented by suture only with 
difficulty. The author’s method of suturing is as 
follows: 

1. A circular and, if possible, submucous suture 
is inserted. This may be done posteriorly by turn- 
ing the tracheal stumps; it may be possible also 
to suture the posterior circumference with catgut 
from within, the knots being placed in the lumen 
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of the trachea. ‘The anterior suture, however, is 
submucous and of silk, and all the sutures are placed, 
if possible, without injuring the cartilaginous rings. 

2. Several submucous retention sutures and re- 
laxation sutures respectively are placed partly 
around the next and partly around every second 
cartilaginous ring without injury to the cartilage. 

3. The lateral walls of the trachea are fixed to 
the sternocleidomastoid muscles according to the 
method proposed by Bircher. As a result of the 
application of two such fixation sutures of silk on 
each side, marked traction outward and, with it, 
permanent spreading apart of the lateral walls is 
obtained by compression of the uninjured trachea, 
and after transverse resection of the trachea the 
lower stump is held upward in permanent powerful 
traction. 

4. Adhesion of the trachea to the skin in the form 
of a tracheal stoma is obtained as an additional 
protection for the circular suture. This prevents 
the sinking of the tracheal stump, even when the 
other safeguards are in time divided or resorbed. 
To make the tracheal stoma, the trachea, which was 
sutured circularly with great care, is again split 
vertically for 3 cm., the mucosa is accurately ap- 
proximated to the skin, and a cannula is inserted. 
The defect cannot be covered for six months. Simple 
freshening of the wound and suture is possible only 
when the defect is very small as the approximation 
of the edges of the defect contracts the lumen of the 
trachea transversely. 

The author fills the defect with costal cartilage 
with its perichondrium. In order to make the lu- 
men of the trachea as wide as possible the inner 
side of the cartilage is hollowed out in the shape 
of a trough after the perichondrium is cut and re- 
flected. The perichondrium is then laid back in the 
trough and the cartilage shovéd into a pocket under 
the skin near the edge of the tracheal opening 
in such a manner that the portion of skin coming 
into the lumen of the trachea is very thin. When 
the cartilage has healed into the pocket, the skin 
flap with its cartilage is separated, reflected in- 
ward, and sutured into the defect. The wound re- 
maining on the outer surface is covered at once or 
later. PAETzOLp (Z). 


Meyer, W.: The Establishment of a Temporary or 
Permanent Pulmonary Lip-Fistula in the 
Conservative Treatment of Advanced Bron- 
chiectatic Lung Abscess. N. York State M. J., 
1922, xxii, 389. 

The author classifies non-specific subacute or 
chronic lung suppurations into three groups: 

1. The ordinary lung abscess which usually follows 
pneumonia or influenza. 

2. The bronchiectatic type, viz., multilocular 
lung suppuration due usually to the aspiration of 
a solid foreign body or a benign intrabronchial 
tumor but not infrequently of congenital origin. 

3. The bronchiectatic lung abscess due to the 
aspiration of septic semi-solid or liquid material or 


an embolus of small size, and slight infection causing 
local gangrene. 

The three classes require different treatment. 
A simple method which often cures the active lung 
disease is the establishment of a pulmonary lip- 
fistula. After the principal cavity has been emptied 
of its contents (pus, old fibrinous coagulations, etc.) , 
such a fistula ventilates the cavity and does away 
quickly and definitely with the foul odor of the 
sputum. It was observed that incidentally the spu- 
tum also ceases after a while. When the patient 
has recovered and is discharged from the hos- 
pital he appears perfectly well. So far, the author 
has had no opportunity to close the lung fistula. 
In two of his patients it has closed spontaneously. 
So long as the canal remains open a cure has not 
been effected. Extirpation of the affected lobe or 
lobes is the best and most radical surgical treat- 
ment, but is absolutely contra-indicated in the cases 
of weak and reduced patients. 

Emit C. RositsHek, M.D. 


Schlaepfer, K.: Air Embolism Following Various 
Diagnostic or Therapeutic Procedures in 
Diseases of the Pleura and the Lung. Bul. 
Johns Hopkins Hosp., 1922, xxxiii, 321. 

Following various diagnostic and therapeutic pro- 
cedures on the chest — puncture; irrigation of a 
cavity; the changing of tubes; the introduction of 
a probe, a rubber catheter, or bismuth paste; decor- 
tication; thoracoscopy; fat or paraffin plombage; 
pneumotomy; pneumectomy — complications may 
ensue which have been traced experimentally to air 
emboli. 

In neurotic emaciated persons the sudden release 
of a great amount of fluid may cause a similar clinical 
picture. Because of its slightness and short dura- 
tion and because of the absence of localized cerebral 
symptoms and serious sequela, this condition is 
attributed to shock. 

Chronic myocarditis or insufficiency of the ad- 
renals may cause sudden death during the perform- 
ance of an operation on the chest wall. 

A similar clinical picture is seen in embolism of 
the pulmonary artery. Death following these signs 
may occur also in a few cases of emboli in the brain 
following thrombosis of pulmonary veins. 

It has been demonstrated by experiments that 
even in the normal pleura there is no reflex to ex- 
plain these complications. Accidents in pneumo- 
thorax therapy have proved them to be due to air 
emboli. 

The pathologic condition of the lung and the 
pleural sheaths is the same in all these cases. In a 
circumscribed area the lung tissue shows a condition 
which is partly an infiltration, partly an induration. 
The blood vessels here, especially the veins, are 
fixed in distension and when mechanically injured 
in such rigid surroundings cannot collapse as usual, 
the hole therefore remaining open. The distance 
of the wounded vein from a branch of a larger pul- 
monary vein under negative pressure, which can 
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aspirate the air with the stagnating blood, deter- 
mines whether air embolism will become evident. 

The clinical pictures in cases of air embolism show 
a wide variety. Further study of these complica- 
tions should be made by means of examinations 
of the eye, feces, and urine. 

The best treatment is preventive. When an air 
embolus occurs the operation should be stopped im- 
mediately, the patient’s head lowered, and the heart 
action stimulated. Intravenous injections of ad- 
renalin will increase the amount of blood passing 
through the brain by decreasing the blood supply in 
the splanchnic areas. H. A. McKnicur, M.D. 


HEART AND VASCULAR SYSTEM 


Von Albertisi, A.: Pulling-Rupture of the Heart 
and Its Mechanism (Die Zerrungsruptur des 
Herzens undihr Mechanismus). Frankfurt. Zischr. f. 
Pathol., 1922, xxvii, 385. 

A girl threw herself from the third story of a house 
and died three days later. Death was attributed to 
fracture of the pelvis with injury to the intestine. 
Autopsy showed a transverse tear of the endocar- 
dium at the base of the right anterior pulmonary 
valve and hemorrhages in the epicardium and endo- 
cardium at the base of the right auricle. Micro- 
scopic examination showed an oblique tear in the 
lowest segment of the pulmonary tube extending to 
the cardiac muscle fibers. 

There are three varieties of rupture of the heart: 
those due to bursting, those due to crushing, and 
those due to pulling. The bursting ruptures are 
caused by an increase in the internal pressure, 
traumatic or spontaneous. The tear occurs at the 
site of the greatest tension of the wall, the highest 
pressure, and the greatest elasticity. Crushing rup- 
tures are caused by the action of a secondary ex- 
ternal force against the region of the heart. The 
case reported by the author was a pulling rupture 
due to the heart’s continuing to fall when the body 
struck the ground. The rupture site is characteristic 
for ruptures of this type. The heart is forced out 
of its normal position and a tear takes place at the 
point where the pull is greatest. Kiosk (Z). 


Allen, D. S., and Graham, E. A.: Intracardiac 
Surgery—A New Method: Preliminary Report. 
J. Am. M. Ass., 1922, \xxix, 1028. 


The new surgical procedure for intracardiac opera- 
tions which the authors have worked out is per- 
formed in the following manner: 

\ cardioscope is introduced into the cavities of the 
heart through the heart wall and tied into the wall 
by a pursestring suture or a ligature thrown around 
the point of introduction which also controls the 
hemorrhage. It is then manipulated to bring into 
view the desired portion of the interior of the atrium 
or the ventricle. The blood does not obscure the 
view. The endocardium can be seen through the 


cardioscope as clearly as the mucosa of the bladder 
Is seen through the cystoscope. 


The cardioscope is a metal tube with one end 
closed by a planoconvex lens. The convex surface 
of the lens is outside and can be applied snugly to 
the walls of the heart cavity. 

A knife to cut the valves is carried alongside the 
tube of the cardioscope. The flat steel handle is 
held close to the tube by two collars. The blade of 
the knife is placed at right angles to the handle. 
The cutting edge faces the lens. The entire blade 
can be concealed in a groove cut across the center 
of the lens. 

Because of hemorrhage the ventricular route of 
entry to the mitral valves was chosen at first, an 
opening just sufficient to admit the cardioscope 
being made through the wall of the left ventricle 
near the apex and a pursestring placed about the 
instrument. Because of high pressure and cardiac 
disturbances, however, this method was abandoned 
and the left auricular appendage chosen as the 
route of approach. 

The end of the cardioscope is pushed from the 
cavity of the left auricle into the cavity of the left 
atrium, the instrument being held so that the valve 
leaflets are in contact with the lens during systole. 
The knife blade is pushed into the cavity of the 
ventricle. By traction on the handle of the knife 
the leaflet is then brought against the lens, and by 
further traction the valve is cut. 

The end of the cardioscope is then withdrawn 
from the cavity of the atrium into the cavity of the 
appendage. While it is being held there, that por- 
tion of the auricular appendage which contains the 
end of the cardioscope is tied off and amputated. 

Twenty-two experiments have been done through 
this approach. There was only one fatality and 
this was due to a very easily avoidable fault of 
technique. 

The advantages of the procedure are that hemor- 
rhage is prevented, the circulation is not interrupted, 
haste is not imperative, and the operation can be 
carried out under the guidance of the eye. 

H. A. McKnicut, M.D. 


PHARYNX AND SOPHAGUS 


Beck, O.: The Etiology of Retropharyngeal Ab- 


scesses (Zur AEtiologie der Retropharyngealab- 
scesse). Monatsschr. f. Ohrenh., 1921, lv, 966. 


The rupture of pus through the tip of the inflamed 
mastoid process into the soft parts of the neck caus- 
ing a condition known as Bezold’s mastoiditis is not 
uncommon. Cases in which the pus penetrates to 
other sites are less frequent. 

The author describes two cases of the latter type. 
In one, the rupture occurred in the floor of the 
tympanic cavity, and in the other in the median 
wall of the mastoid process. In both, the gravita- 
tion of the pus led not only to an abscess visible 
externally, but also to a retropharyngeal abscess. 
Beck states that retropharyngeal abscesses originat- 
ing in the ear always lie in front of the deep fascia 
of the neck. PAEzoxp (Z). 
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Lotheissen, G.: Plastic Repair of the @sophagus, 
Particularly from the Stomach (Ueber plasti- 
schen Ersatz der Speiseroehre, insbesondere aus dem 
Magen). Beitr. z. klin. Chir., 1922, cxxvi, 490. 


After a short review of the history of plastic re- 
pair of the cesophagus, particularly from the 
stomach, and a discussion of the indications for 
this operation, Lotheissen reports his use of the 
Beck-Jianu-Halpen method in four cases of stricture 
of the cesophagus due to burns caused by lye. Two 
of the patients died, one from bronchopneumonia, 
the other from rupture of the unligated lower 
cesophageal stump with the symptoms of abscess 
formation anterior to the cervical column. 

The principle of the operation, which is carried 
out in a number of stages, consists of the formation 
of a tube from the greater curvature of the stomach 
which is placed in front of the ruptured wall. Twice 
the author succeeded in suturing this tube directly 
to the cesophagus, which was brought forward; in 
the other two cases, because of the site at which the 
gastro-epiploic artery entered the stomach, it was 
necessary to introduce a skin canal between the 
anteriorly placed tube made from the stomach and 
the end of the cesophagus. 

A fifth case is reported in which the substitute for 
the cesophagus was taken from the transverse colon. 
The patient died from pneumonia. In two other 
cases, in which Lotheissen followed the proposal of 
Blauel to use the jejunum, one patient died from 
cardiac weakness, but the other was cured. In an 
eighth case, he performed the antethoracic operation 
according to Wuellstein’s method. This patient 
died from mediastinal abscess. 


Lotheissen reviews critically the various methods 
of cesophagoplasty, comparing the results of dif- 
ferent surgeons. In conclusion he gives a tabu- 
lated review of operations and operative attempts 
to date, the total number of which, including five 
attempts at plastic surgery in carcinoma, is 135. 

JEHN (Z). 


Lilienthal, H.: Carcinoma of the Thoracic @soph- 
agus. Ann. Surg., 1922, lxxvi, 333. 


Lilienthal reports the final notes and the findings 
at the postmortem examination of a case of cancer 
of the thoracic oesophagus which had been operated 
upon and discharged from the hospital apparently 
entirely cured. 

A gradual narrowing of the mucocutaneous border 
of the upper segment developed and was treated 
with bougies. Six months later two small elevations 
above the upper stricture were removed by cesoph- 
agoscopy. One was a polyp and the other a carci- 
noma. 

Under general anesthesia the former operative 
region was re-opened and the reconstructed cuta- 
neous oesophagus exposed and incised. The inner 
surface was pinkish-white in color and still showed 
fine hairs. The lower end had contracted moderately. 
The upper opening, which admitted only a fine 
probe, was divided and stretched to the size of the 


index finger. A small polypoid mass was removed 
from the mucocutaneous border and a stomach tube 
passed through the openings into the stomach. One 
hundred and eighty millicuries of radium filtered 
through 1% mm. of silver and t mm. of rubber were 
applied just above the upper stricture for three 
hours. Two weeks later there was some reaction 
with substernal pain. Another three-hour applica- 
tion of radium was then given. This was followed 
by a severe reaction with aphonia due to paresis 
of the left cord which remained permanent. Sus- 
picious areas at the mucocutaneous junction were 
treated with light applications of the electrocautery 
through the wound in the back. Regular feedings 
were given through the wound in the back. Seven 
days later the patient developed dyspnoea and 
strangling on attempting to swallow. An instru- 
ment could be passed through an aperture into a 
bronchus. The patient died from pneumonia one 
year and four months after the first operation. 

The postmortem examination revealed a large 
necrotic fistula between the trachea and the cesoph- 
agus about 1 in. above the upper mucocutaneous 
border. A mass of glands was found behind the 
oesophagus and another between the cesophagus and 
the aorta, infiltrating and binding the two together. 
The skin transplant appeared normal. The line 
between the skin and mucous membrane was smooth 
and free from a visible cicatricial break. 

The author attributes the fistula to radium necro- 
sis. He concludes that the operation, as planned, is 
feasible, but a successful result depends upon the 
localization of the lesion within the oesophagus and 
a resection of the oesophagus much wider than the 
visible extent of the lesion. 

Wa tter C. Burket, M.D. 


Hedblom, C. A.: Combinéd Transpleural and 
Transperitoneal Resection of the Thoracic 
Csophagus and the Cardia for Carcinoma. 
Surg., Gynec. & Obst., 1922, xxxv, 284. 


Hedblom resected the thoracic cesophagus and the 
cardia for carcinoma involving both structures. 
The operation followed preliminary resection of the 
fifth to eleventh ribs on the left side and was per- 
formed under local anesthesia and gas and oxygen 
analgesia. The left pleural cavity and the perito- 
neal cavity were opened widely, the diaphragm was 
slit down to the hiatus, the cesophageal stump was 
sutured to the skin edges in the mid-axillary line, 
and the gastric stump was brought to the surface 
near the midline. The patient recovered from the 
operation and was able to swallow liquids and semi- 
solids through a rubber tube connecting the two 
stomas. 

The patient was a man 52 years of age who first 
noted dysphagia two and one-half months before 
admission to the hospital and had lost about 15 lbs. 
in weight. An obstruction in the cesophagus was 
localized 43 cm. from the incisors by a bougie and a 
bismuth roentgenogram. A diagnosis of carcinoma 
of the lower cesophagus was made. 


fe 
th 
lo 
hi 
T 
st 
t] 
st 
t] 
Pp 
a 
Vv 
t 
n 
v 
: | 
( 


oved 
tube 
One 
ered 
were 
hree 
tion 
lica- 
wed 
resis 
Sus- 
vere 
tery 
ings 
ven 
and 
tru- 
oa 
one 


irge 
ph- 
ous 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 17 


A preliminary rib resection was performed to 
facilitate exposure and to collapse the lateral chest 
wall so that an cesophageal stoma could be made. At 
the time of the radical operation the growth was 
localized in the cardia but extended through the 
hiatus. There were no markedly enlarged glands. 
The incision was extended upward and the pleural 
cavity opened widely. The diaphragm was then 
split radially to the hiatus and the cardiac end of the 
stomach and the cesophagus were mobilized up to 
the root of the left lung. The right vagus trunk was 
separated, the left one cut. During these steps of 
the operation there was no appreciable change in the 
pulse or respiration. About 4 cm. of the lower 
oesophagus and most of the stomach at the lesser 
curvature and its upper third at the greater cur- 
vature were resected. The cut end of the cesophagus 
was sutured to the depressed skin edges laterally and 
the sutured stump of the stomach sutured to the skin 
margins in the midline. The diaphragm was sutured 
with chromic catgut and both pleural and peritoneal 
cavities were closed without drainage. 

Immediately after the completion of the operation 
the patient was fully conscious and rational. Most 


of the operation was performed under local anzs- 
thesia. The pulse was 130 and of fair quality. The 
blood pressure did not fall below 110 systolic and 
102 diastolic. The convalescence was relatively un- 
eventful. 

On the fifth day feeding was begun through the 
gastric stoma, and on the fourteenth day a rubber 
tube connection between the stomas was made 
through which the patient swallowed liquids. On 
the twentieth day he swallowed liquids containing 
1,800 calories. Later he was able to swallow cereals, 
milk toast, and similar foods. He gained weight and 
his hemoglobin rose from 35 to 65 per cent. 

The pathologic specimen showed an annular car- 
cinoma of the stomach which had infiltrated beneath 
the mucosa, producing a mass measuring in the fixed 
specimen 9 by 7 by 2 cm. In areas the growth ex- 
tended through the serosa. It involved the lower 
cesophagus. A number of lymph nodes showed 
metastasis. There was a margin of normal tissue 
above and below the growth. 

This is the second reported case of successful com- 
bined resection of the cardia and the thoracic ceso- 
phagus; the first was reported by Zaaijer in 1913. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Cullen, T. S.: Further Notes on Diseases of the 
Umbilicus. Surg., Gynec. & Obst., 1922, xxxv, 257. 


The author reports the observations on diseases 
of the umbilicus which he has made during the six 
years since the publication of his book on this 
subject. 

He quotes Logan’s and Miles’ descriptions of the 
frequency of tetanus in the newborn among the 
Chinese which is due to the lack of asepsis during 
labor and especially of care of the cord and umbi- 
licus. 

Granulation tissue at the umbilicus in the newborn 
appears as a small, red, pus-discharging mass in 
the umbilical depression. Histologically the surface 
is devoid of epithelium and covered with poly- 
morphonuclear leucocytes. The outer layers are 
granulation tissue but the center may be more or 
less organized. In the treatment the base may be 
ligated with catgut and the top clipped away. 
Granulation tissue usually dries up under treatment 
with astringents. 

Umbilical polyps originating in the omphalomes- 
enteric duct resemble a cherry, secrete a relatively 
clear fluid, and are covered with intestina! mucosa. 
The author reported a case of umbilical polyp asso- 
ciated with a Meckel diverticulum. The polyp was 
excised and the stump of the diverticulum in- 
vaginated into the gut under a pursestring suture. 
This invaginated stump became congested and 
partially obstructed the gut lumen. 

Goetsch, in 1919, reported a case with gastric mu- 
cosa in the tip of a Meckel diverticulum. 


Cases of an accessory pancreas in the tip of 
Meckel’s diverticulum have also been reported. 

The author describes a case of Meckel’s divertic- 
ulum containing an ordinary pin with its head 
buried in the wall of the diverticulum near the tip, 
the point of the pin lying free in the lumen. He 
mentions also two cases of malignant myomata asso- 
ciated with Meckel’s diverticulum. 

Umbilical infection is frequently caused by an 
accumulation of foreign material in the umbilical 
depression. The treatment consists in dilating the 
umbilicus, curetting away the concretion, removing 
any granulation tissue, and treating the umbilical 
area in the same manner as a superficial infection. 

The author describes a case of tuberculous perito- 
nitis with a tuberculous abscess opening at the 
umbilicus. 

Fiaschi has described a chancre of the umbilicus 
in which spirochete were obtained. Rytina has 
reported a case of condyloma of the umbilicus which 
disappeared after antisyphilis treatment. 

In 1919 the author reported bluish discoloration at 
the umbilicus as a diagnostic sign of ruptured extra- 
uterine pregnancy. This would be expected only 
when there is free blood in the abdomen and prob- 
ably is more apt to be encountered in thin persons. 
Occasionally the bleeding may be slow and persist- 
ent instead of sudden and severe. A large quan- 
tity of blood may accumulate in the abdomen 
without causing signs of shock. In such a case the 
umbilicus imbibes the blood and appears bluish. 

Cullen has collected nine cases of atheromatous 
cysts of the umbilicus. These cysts, which may 
reach 3 or more centimeters in diameter, are usually 
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pedunculated, covered with skin, flaccid, and thin 
walled. They have smooth inner surfaces, are filled 
with grumous or crumbly material, and are lined 
with squamous epithelium devoid of hairs and 
sebaceous or sweat glands. The cyst contents con- 
sist of exfoliated squamous epithelium, fat droplets, 
and cholesterin crystals. The cysts are easily re- 
moved. In the author’s opinion a small piece of 
attenuated skin of the umbilical scar may become 
buried and in time produce an atheromatous cyst. 

Adenomyomata of the umbilicus occur only in 
women. These growths are small, but occasionally 
swell at the menstrual period and sometimes are as- 
sociated with a slight escape of blood at the period. 
Histologically they consist of unstriped muscle and 
fibrous tissue with uterine mucosa scattered through- 
out the nodule. 

The author has found one instance of a small 
nevus or hemangioma of the umbilicus, and on 
one or two occasions has noted small pigmented 
moles. 

Mention is made also of Carson’s case of papil- 
loma of the umbilicus arising from squamous epithe- 
lium. The papillary masses were covered by many 
layers of squamous epithelium, the superficial layers 
of which were hornified. Scattered between the 
epithelial cells were small round cells or polymorpho- 
nuclear leucocytes and many eosinophiles. Beneath 
the epithelium were young connective-tissue cells, 
small round cells, and polymorphonuclear leuco- 
cytes. The central stems of the papillary masses 
consisted of fibrous tissue. 

A case of large pseudomucinous cyst of the ovary 
with several small pseudomucinous cysts at the 
umbilicus is reported. 

Carcinoma of the umbilicus is classified as: (1) 
primary umbilical carcinoma of the squamous-cell 
type or adenocarcinoma; (2) secondary umbilical 
carcinoma from the stomach, gall-bladder, intestine, 
ovaries, uterus, and abdominal organs. Primary 
squamous-cell carcinoma of the umbilicus is rare. 
The author has collected only four cases. Carcin- 
oma of the umbilicus is usually secondary to primary 
cancer of the stomach. Umbilical carcinoma sec- 
ondary to carcinoma of the intestines and rectum is 
rare. 

Sarcoma of the umbilicus is rare. The author 
describes a case of perithelial angiocarcinoma. 

An amniotic umbilicus is characterized by absence 
of surrounding skin, the defect being replaced by 
amnion which is reflected upon the abdomen from 
the cord. The surrounding abdominal wall is usually 
intact. 

Umbilical hernia at birth is probably due to one 
of three causes or some combination of them: (1) 
stretching of an amniotic umbilicus; (2) the escape 
of abdominal contents through a patent umbilicus; 
(3) failure of the intestines to recede into the ab- 
domen. Prompt operative interference is the only 
treatment. Delay of a few hours may be fatal. Even 
after a short time the outer covering may become 
dry and the intestines may be cyanotic. 


In dissecting intestinal loops densely adherent to 
the walls of an umbilical hernia patches of the sac wall 
may be left on the intestines. These patches should 
be trimmed off like the repair patches on the inner 
tube of a bicycle tire. Their surfaces are relatively 
smooth and do not bleed. 

The author describes two cases of persistence of 
the urachus. Wa tter C. Burkert, M.D. 


GASTRO-INTESTINAL TRACT 


Judd, E. S., and Lyons, J. H.: Resection of the 
Body of the Stomach for Ulcer; Report of a 
Series of Cases with End-Results. Azn. Surz., 
1922, lxxvi, 409. 


The impossibility of distinguishing between be- 
nign ulcer and carcinoma of the stomach without 
microscopic examination makes some form of re- 
moval of the ulcer necessary. If the ulcer is large or 
high on the body of the stomach, if there are mul- 
tiple ulcers, or if there is hour-glass constriction, 
resection in continuity is often the most simple 
operative procedure. This operation, also called 
transverse, sleeve, or middle gastric resection, is 
particularly adapted to ulcer with hour-glass de- 
formity as it removes the lesion and, at the same time, 
relieves the obstruction. 

Attention has been called to the fact that a stom- 
ach in which sleeve resection has been performed 
empties better than one in which a V-shaped ex- 
cision has been done. For functional reasons Alvarez 
recommends the removal of a sleeve which is longer 
on the greater curvature than on the lesser. 

Observations made at the Mayo Clinic on five 
patients who had test meals before and after op- 
eration indicate that after sleeve resection the 
reduction in acidity is considerable. De Quervain 
and Faulhaber and Redwitz report a similar de- 
crease. Sufficiently numerous observations have 
not yet been made to determine whether the re- 
moval of acid-secreting mucous membrane is fully 
or only partially responsible for this decrease. 

Opinion seems to be divided as to the advisability 
of using sleeve resection. Chief among the adverse 
criticisms offered is the probability of hour-glass 
constriction as a sequela. Judd and Lyons believe 
that this possibility has been over-emphasized. 
Several authors consider sleeve resection the op- 
eration of choice and have reported a high percent- 
age (70-90) of complete, or very nearly complete, 
cures. 


RESULTS OBTAINED DURING A PERIOD OF FOURTEEN 
YEARS 


From 1908 to 1922, ninety sleeve resections were 
performed in the Mayo Clinic: one for angioma, one 
for lymphosarcoma, thirty-two for carcinoma, and 
fifty-six for benign gastric ulcer. The operations 
for ulcer were performed on thirty-seven women and 
nineteen men. 

In two of the thirty-two patients with carcinoma 
it was necessary to resect the colon at the time of the 
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sleeve resection; in one, a gastro-enterostomy was 
necessary, and in one a pyloroplasty. In this group 
there were four operative deaths. Thirty-seven per 
cent of the patients who survived the operation and 
who have been traced are alive and well at least two 
and one-half years later. Ten patients died of 
recurrence after leaving the Clinic. None of the 
patients in whom glandular involvement was found 
at operation is alive. 

As a group, the fifty-six cases in which resections 
in continuity were performed because of benign 
ulcer represent serious surgical problems. In this 
group there were three operative deaths, and one 
patient died after leaving the Clinic. Four of the 
filty-six patients were operated on less than one 
year ago. Of the remaining forty-eight, 85 per cent 
have reported their condition, and of these, 70 
per cent are cured. The average length of time 
between the operation and the last report is four 
years. Six patients reported that they were im- 
proved but not cured, and six considered the results 
unsatisfactory. 

In fifteen cases a roentgen-ray examination was 
made at periods varying from one month to six 
years after the operation; the stomach was then 
found to be practically normal in shape, size, and 
position. 

In considering mortality rates, the possibility of 
gastric cancer in patients believed to have gastric 
ulcer should be borne in mind. 


INDICATIONS FOR SLEEVE RESECTION 


Sleeve resection is not suitable for all cases, but 
the authors believe it can be employed to advantage 
more often than formerly. The simple V excision 
of gastric ulcer may result in almost complete reten- 
tion. The lesion is more apt to be removed thor- 
oughly by sleeve resection than by excision. More- 
over, in cases of gastric ulcer the lesion in the stom- 
ach, although apparently benign, may be malignant 
and must be removed or destroyed, and in this case 
the sleeve resection seems to be the more logical 
procedure. When the ulcer is large, indurated, and 
in the central or cardiac third of the stomach, a sleeve 
resection can be performed with less technical dif- 
ficulty than excision and gastro-enterostomy; there 
is less actual operating than in any other procedure 
and usually the technical steps can be carried out 
more accurately. In none of the Mayo Clinic cases 
was there necrosis of the gastric wall or giving way 
of the suture line, and even when the anastomosis 
was complicated, there was no interference with 
healing. 

The principal objections to sleeve resection are 
that it removes too much of the unaffected gastric 
wall, and that it is often followed by contraction 
which results in hour-glass deformity. If the tumor 
is malignant there can be no objection to wide ex- 
cision of the lesion, but if it is benign, as much good 
tissue should be preserved as is compatible with 
good results. For this reason it is best not to em- 
ploy the procedure for small ulcers. If the ulcer 


is large, the deformity will often be less follow- 
ing a sleeve resection than following excision and 
gastro-enterostomy. 


TECHNIQUE 


The first technical step in the operation consists 
of separating the lesion from the surrounding struc- 
tures. After the stomach has been freed, the gastro- 
hepatic omentum is dissected away from the lesser 
curvature for a sufficient space and the gastrocolic 
omentum separated from the greater curvature. 
The area to be removed is clamped between two 
large Payr clamps. Rubber-guarded clamps are 
used to prevent soiling from the gastric contents as 
the segment is cut away with the cautery. These 
clamps are placed on each segment of stomach 
just beyond the large crushing clamps. The latter 
are then removed and the two segments joined. 
Two rows of catgut sutures are used to approxi- 
mate the mucous membrane, the muscularis, and 
the peritoneal layers, and the anastomosis is com- 
pleted by one row of interrupted silk sutures. The 
angles at the lesser and greater curvatures are sup- 
ported by suturing the several parts of the severed 
omentum over them. 


CONCLUSIONS 


The authors’ conclusions are as follows: 

In cases of carcinoma of the stomach the results 
of sleeve resection are as satisfactory as those of 
any other form of operation. 

Sleeve resection is well suited for certain ulcers 
high on the body of the stomach, for large per- 
forated ulcers, and for multiple ulcers. It is the 
ideal procedure in hour-glass stomachs. 

The danger of hour-glass constriction following 
sleeve resection has been exaggerated. 

The functional results of this operation are very 
satisfactory. 


Holzweissig, M.: The Formation of Peptic Ulcer 
in the Jejunum (Ueber peptische Geschwuers- 
bildung im Jejunum). Zentralbl. f. Chir., 1922, xlix, 
864. 


For the development of a peptic ulcer the presence 


of digestive acid gastric juice is essential. If the 
latter cannot be demonstrated it is not possible to 
speak of a “peptic ulcer.”” For this reason the 
author doubts whether all of the fourteen cases of 
lesions in the vicinity of the ileocecal valve which 
were recently collected by Fischer were true cases 
of peptic ulcer. 

In a case reported in this article by Holzweissig 
a group of peptic ulcers were found just beneath the 
plica duodenojejunalis; the perforation of one of 
them had caused a fatal peritonitis. Acid was found 
in the abdominal cavity. The gastric juice had not 
been neutralized below the papilla of Vater because 
the latter was occluded by a stone. The local pre- 
disposition of the affected jejunal loop was due to 
the presence of two mesenteric lymphomata ob- 
structing the circulation. RucE (Z). 
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Carones, A.: Foreign Bodies in the Intestine: A 
Rare Diagnostic Error (Fremdkoerper im Darm: 
ein seltener Fall eines diagnostichen Irrtums). 
Spitalul, 1921, xli, 383. 


A boy 17 years old swallowed a pin. One year 
later he experienced an attack of severe pain in the 
right hypogastrium with nausea, vomiting, and reten- 
tion of feces. A diagnosis of appendicitis was made 
and ice applied to the abdomen. As the condition 
did not improve the patient was referred to the 
author. 

At operation a small abscess walled off by ad- 
hesions was found in the ileocecal region. The 
appendix, which was retrocecal, was not inflamed. 
A pin pointed through the posterior wall of the ileum 
2 cm. from the ileocecal valve; only its head re- 
mained in the lumen of the gut. The pin was re- 
moved and an appendectomy was done. The 
patient was discharged at the end of four weeks. 

Wo8LGEMUTH (Z) 


Huettl, T.: Primary Sarcoma of the Intestine 
(Primaeres Darmsarkom). Orvosképzés, 1922, xii, 
47- 


The author discusses the pathologic anatomy and 
the clinical aspect of primary sarcoma of the intes- 
tine in connection with the case histories of six sar- 
comata of the small intestine, five of the colon, and 
four of the rectum. Sarcoma occurs in the various 
parts of the intestine with equal frequency. The 
ratio of carcinoma to sarcoma is 126:3. Huettl 
does not consider lymphosarcoma a true sarcoma, 
but calls it a ‘“lymphadenoid sarcoma” (Ziegler). In 
this group he differentiates between lymphocytoma 
and the malignant lymphoblastoma (Ribbert). The 
true sarcomata he includes in the other groups: the 
sarcomata, myxosarcomata, melanosarcomata, giant- 
celled sarcomata, and alveolar sarcomata originating 
in the musculature and connective tissue of the 
intestinal wall. 

In the small intestines and ileocecal region the 
most common sarcoma is the round-cell sarcoma; in 
the colon it is the lymphadenoid sarcoma, while 
in the rectum it is the melanosarcoma. The four 
rectal sarcomata in the author’s cases belonged to 
the group of non-melanotic sarcomata. It is very 
‘difficult to draw a sharp line between round-celled 
sarcoma and lymphadenoid sarcoma. A striking 
fact in Huettl’s cases was that all of the lymph- 
adenoid sarcomata metastasized along the lymph 
channels. The melanosarcomata include both very 
malignant tumors as well as benign tumors. It may 
be assumed that the pigment found in the cells is not 
of uniform origin. 

Nine of the patients whose cases are reported were 
between the third and the fifth decades of life and 
the rest were under 30 years of age. There were 
twice as Many men as women. 

Sarcomata of the duodenum appear in the form of 
diffuse, flat infiltrations which form compact, nod- 
ular tumors. Sarcomata of the small intestine 
usually cause distention of the infiltrated part of the 


gut. In Huettl’s opinion the distention results from 
destruction of the muscle elements. Lymphadenoid 
sarcomata which spring from the submucous layer 
and injure the ring musculature of the intestine also 
cause distention. Tumors originating from the inser- 
tion of the mesentery and growing toward the lumen 
of the gut cause constriction. 

The clinical picture is very diverse. A pre-op- 
erative diagnosis is difficult as there is nothing 
characteristic in the history. The frequent asso- 
ciation of the condition with tuberculosis can be 
explained by the assumption that as the lymphoid 
cells of the follicles of the intestinal wall form the 
point of origin of the lymphadenoid sarcoma, a sar- 
coma may arise from any chronic inflammatory 
collection of lymphocytes. 

The course of the disease may be divided into two 
periods. During the first stage the complaints are 
indefinite but in the second stage the tumor is pal- 
pable. The mobility of the tumor, the blood pic- 
ture, and the fever are not of much value in the 
diagnosis. Roentgenography is important. The 
most frequent complication is intestinal invagi- 
nation. The prognosis is unfavorable. 

An operative result may be expected only in cases 
of rectal sarcoma. Of the author’s four patients 
three were still well one-half to one and a half years 
after the operation. Of the cases of sarcoma of the 
small and large intestine only one was cured and in 
this instance the tumor was an ileocecal giant-cell 
sarcoma. In the others the condition was found to 
be inoperable at operation or recurred a short time 
afterward. 

The lymphoid and the infiltrative sarcomata are 
particularly malignant; the process is only hastened 
by operation. The picture is similar to that usually 
seen after extirpation of the spleen for leukemia: 
following transient improvement the condition 
rapidly becomes worse. For such cases Huett! 
recommends roentgenotherapy combined with the 
administration of arsenic. VON LoBMAYER (Z). 


Warnshuis, F. C., and Lampert, M.: A Penetrat- 
ing Wound of the Perineum with Puncture 
Intestine. J. Am. M. Ass., 1922, lxxix, 

96. 

A boy, aged 16 years, slid down the side of a hay- 
stack onto a broken pitchfork handle. The handle 
penetrated the right perineum about 1 in. from the 
rectum for a distance of 6 to 7 in. The boy pulled 
out the handle, lay down for an hour, and then 
walked to the farm house. To relieve the severe 
abdominal pain he was given morphine and codeine. 

Upon his arrival in the hospital, twenty-four 
miles distant, about eight hours after the accident. 
his temperature was 101.4 degrees F., his pulse 
118, and his respiration 18. His color was good. 
The abdomen was hard and contracted, the recti 
being spastic. Complaint was made of cramps and 
pain in the lower abdomen. 

On general percussion dullness was noted. A 
catheterized specimen of urine was normal. The 


I 
1 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 21 


ragged, penetrating, stellate perineal wound did not 
bleed. Proctoscopic examination showed no injury 
to the rectum. Immediate exploratory operation 
was advised. 

With the patient under ether anesthesia the 
abdomen was opened in the midline. Fluid and 
intestinal contents escaped. Food and fecal ma- 
terial were found widely disseminated. A lacerated 
wound of the ileum, about 16 in. above the cecum, 
through which intestinal contents were escaping, was 
closed with two layers of inverting sutures. The 
intestines were found covered with exudate and were 
deeply injected. The penetration of the peritoneal 
cavity was discovered at the right of the pelvic 
peritoneum; it did not involve the ureter or prostate 

land. 

: After the abdomen had been freely flushed with 
salt solution, the abdominal wound was closed 
around two tube drains reaching to the pelvis. 
Another tube was then inserted through the perineal 
wound until it came into contact with the abdominal 
tubes, thus making through-and-through drainage. 
The perineal tube was fixed in position with a silk- 
worm gut suture. The operation lasted thirty-five 
minutes. 

The patient was given continuous proctoclysis, 
kept in Fowler’s position, and given 1,500 units of 
antitetanus serum. The respirations were kept be- 
tween ten and twelve by frequent doses of mor- 
phine. There was no postoperative nausea or vomit- 
ing. Water was given freely by mouth. Frequently 
changed, moist hot pads were applied to the upper 
abdomen and both sides. After twenty-four hours 
the pulse was 136 and the temperature 102.4 
degrees F. Both gradually returned to normal. 
On the fourth day the patient had a normal bowel 
movement. 

For the first thirty-six hours there was consider- 
able serous cloudy drainage from the perineal and 
abdominal tubes. This gradually subsided and 
the tubes were removed on the fifth and sixth 
days. The patient made an uneventful recovery 
and was discharged in good condition on the six- 
teenth day. 

In the authors’ opinion pain is one of the first 
and most important signs of injury of the abdom- 
inal contents, and when there is doubt as to the 
presence of an intra-abdominal injury exploratory 
operation is advisable. Early operation will reduce 
the mortality. Through-and-through drainage is 
effective. It is more readily possible in the female. 
Intestinal contents soiling the viscera are best re- 
moved by free saline flushing and vacuum aspira- 
tion. 

The authors give sufficient morphine for three or 
four days to reduce the respirations to ten or twelve. 
Water should be given freely by mouth and procto- 
clysis and supplemented by intravenous and sub- 
cutaneous injections of saline solution. Nausea and 
vomiting should be treated by frequent gastric 
lavage. Early blood transfusion is of value. 

Wa tter C. Burket, M.D. 


Polenoff, A.: Ptosis of the Proximal Portion of the 
Colon from the Clinico-Surgical Standpoint 
(Ptose des proximalen Dickdarmabschnittes in 
klinische-chirurgischer Hinsicht). Nowy Chir. Arch., 
1922, li, 57. 


A predisposition of the proximal portion of the 
colon to congenital variations is due to the late con- 
clusion of its embryonic development. The more 
common secondary changes of form and position 
are caused by inflammatory processes. No definite 
conclusions have been reached regarding the nature 
of Jackson’s membranes and their pathological and 
anatomical relationships. Such changes, or those 
originating in another manner, lead to a vicious 
circle, as inflammatory processes may be both the 
cause as well as the result of mechanical disturb- 
ances. 

Ptosis of the colon occurs more frequently in 
females than in males; the latter include particularly 
those who are obliged to stand a good deal, are 
emaciated, and subsist on bulky food. In the first 
stage of the condition there is stasis of the intestinal 
contents, particularly in the cecum, the symptoms 
consisting of constipation, periodical flatulence, and 
slight pain in the right iliac region. Only in the 
second stage, when ataxia and dilatation of the 
cecum are superimposed on the stasis, does the 
subject feel really sick. The constipation and pain 
then become more intense, force the patient to re- 
main in bed for two or three days, and are some- 
times associated with nausea and vomiting. 

In the third stage the right half of the trans- 
verse colon sinks, the hepatic flexure becomes angu- 
lated, and the transverse colon may course partly 
parallel to the ascending colon. As later the left 
half also sinks and must then rise abruptly to the 
splenic flexure which remains fixed, and as the 
omentum which is drawn to the right exerts pressure, 
stasis becomes complete in the entire colon up to the 
descending portion. Slight symptoms of ileus may 
develop or those suggesting ulcer of the stomach or 
duodenum. 

In the differential diagnosis the important fea- 
tures are the complete, if only temporary, disappear- 
ance of the pain after certain postures, massage, etc., 
and the absence of characteristic points of pain. 
Because of the inflammatory changes the condition 
may suggest appendicitis, but is not identical with it. 

The surgical treatment should not be confined to 
an appendectomy. A toilet of the entire right half 
of the abdominal cavity should be undertaken; 
therefore sufficiently long incisions must be made. 
Inflamed portions of the omentum must be resected 
as such an omentum may maintain a colitis even 
in the absence of adhesions and bands. Adhesions, 
bands, and membranes which inhibit peristalsis, fix 
coils of intestine to one another, or cause kinking of 
the transverse or ascending colon must also be re- 
moved. The hepatic flexure should always be 
sought out carefully as usually it will be found 
bound by bands and adhesions. Occasionally the 
tazniz are transformed in certain areas to firm whit- 
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ish-yellow strings. ‘These should be separated by 
longitudinal invagination of serosa or the application 
of free omental flaps to parts not covered with peri- 
toneum. Dilatation of the cecum should be treated 
by czcoplication. 

In regard to cecum mobile, the author states that 
he is inclined to the opinion that a free caecum is 
usually preferable to a fixed caecum as not rarely 
he has observed aggravation of the condition follow- 
ing artificial fixation. Of the more radical proce- 
dures, resection is rarely indicated. Anastomosis, 
especially between the ascending and _ transverse 
colon, has frequently been done with good results 
and in a period of twelve years has not been the 
cause of a single fatality. 

VON DER OSTEN-SACKEN (Z). 


Noordenbos, W.: Extirpation of the Transverse 
Colon with the Carcinomatous Stomach (Ueber 
Extirpation des Colon transversum en masse mit 
dem carcinomatoesen Magen). Nederl. Tijdschr. v. 
Gencesk., 1922, Ixvi, 2386. 


Up to the present time surgical literature con- 
tains the reports of thirty-nine cases of gastric 
cancer in which the stomach and a large or small 
part of the transverse colon were removed in a one- 
stage operation. The mortality of this procedure 
was about 33.9 per cent. Such an extensive resec- 
tion is necessary when the cancer of the stomach has 
invaded the transverse colon or the mesocolon, and 
when the colon is endangered by injury of the middle 
colic artery. Cases are known, however, in which 
unrecognized ligation of the middle colic artery did 
not result in gangrene of the colon. As the fate of 
the colon in such cases can never be definitely fore- 
seen, Perthes established the principle that when- 
ever the middle colic artery is included in the can- 
cerous area a routine resection of the transverse 
colon, the mesocolon, and the stomach should be 
done in a one-stage operation. Perthes reported 
cases in which this was done in 1913-1914 and 
showed that the mortality was no greater than that 
of resection of the stomach alone for cancer. It is 
very evident that when there is extensive adhesion 
of the cancer to the mesocolon the disease has prog- 
ressed very far and radical interference is well justi- 
fied. Oppel and Kuettner have reported similar 
cases. 

The author has operated on two cases in the 
manner described. The first patient is still alive 
today, eight years after the operation. The second 
patient, who was affected also with syphilis, died 
following the operation. The histories of these cases 
are given in detail. It has been definitely proved 
that persons with such far-advanced cancers may 
be brought to a state of well-being for years by 
means of the operation described. 

When a cancer of the colon invades the stomach, 
the conditions are similar and the same operation is 
applicable. In many of these far-advanced cases 
a gastrocolic fistula develops. The fistula is demon- 
strable in the roentgenogram. It is found almost 


always in cases of cancer and much less frequently in 
cases of benign ulcers. 

In its relation to the colon, syphilis of the stomach 
may present a picture similar to that of gastric 
cancer. It is therefore important to bear in mind 
the fact that a syphilitic lesion is usually located in 
the pyloric portion of the stomach while a gastric 
cancer is generally found in the body of the stomach. 
Koca (Z). 


Hirschman, L. J.: The Value of Temporary Colos- 
tomy. J. Am. M. Ass., 1922, Ixxix, 1021. 


All forms of chronic colitis should be treated by 
temporary colostomy to relieve its two chief mani- 
festations, hyperperistalsis and hypersecretion. 

Patients of another large class, those suffering 
from the later manifestations of specific diseases, 
strictures, complicated fistula, and benign or malig- 
nant neoplasms, are often rendered curable by the 
employment of temporary colostomy before the 
indicated major surgery is carried out. Temporary 
colostomy is of distinct value also in the treatment 
of malignant growths which appear inoperable, and 
when radium or deep high-voltage roentgen-ray 
therapy is employed. 

Many types of colitis are entirely cured by ap- 
pendicostomy and cecostomy combined with the 
indicated medical and dietetic therapy. 

Hirschman prefers regional anxsthesia induced 
by the infiltration of a 0.5 per cent solution of 
apothesin or procain. Epinephrin is not used. Ii 
general anesthesia is required he uses gas and oxy- 
gen with local anesthesia. One hour before the 
operation '4 to % gr. of morphine sulphate with 
from 1/150 to 1/100 gr. of scopolamine hydrobro- 
mide is given. 

It is not necessary or advisable to suture the skin. 
fascia, or peritoneum to the bowel as adhesions will 
form between the cutaneous abdominal surfaces and 
the bowel wall within a few hours. 

It is the author’s practice to place the exposed 
loop or colon as high in the wound as possible so that 
it will be well out of the way if further abdominal 
surgery is necessary for the removal of disease 
in the pelvis, colon, or rectum. The abdominal 
wound below the colonic loop is sewed in layers and 
the skin closed with clips. The parts are dusted with 
zinc stearate powder, pads are applied under the 
ends of the supporting rubber tube, a dressing is 
applied to the wound, and the patient is returned 
- bed until the bowel is opened forty-eight hours 
ater. 

If it is desired to divide the spur of the colostomy 
by pressure necrosis at the time of bowel closure, 
the two loops of the bowel must be sewed together 
for 3 or 4 in. at their mesenteric attachment. The 
author found it unnecessary to do this, however. 
as closure may be done under local anesthesia ex- 
traperitoneally by means of simple invaginating su- 
tures and without any anaesthesia whatever. 

After the bowel has been closed it is dressed with 
dichloramine-T solution for four or five days. When 
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healing is complete and the wound has been proved 
sterile by bacteriological examination, the peri- 
toneal cavity is opened under local anesthesia, the 
bowel replaced, and the wound closed in layers. 
Cart R. M.D. 


Jones, D. F., and McKittrick, L. S.: End-Results 
of Operations for Carcinoma of the Rectum. 
Ann. Surg., 1922, lxxvi, 386. 


Some surgeons believe that carcinoma of the 
rectum always, or nearly always, remains localized 
in the bowel, and that therefore an extensive op- 
eration is not necessary. A second group believes 
that the posterior operation gives as good late results 
and has a much lower immediate mortality than the 
abdomino-perineal operation. ‘The mortality of the 
posterior operation as recently given by Lockhart- 
Mummery was 5 per cent, while Crile reported 
twenty cases without a death. According to a third 
group, as much intestine can be excised from below 
as from above. The authors state, that while this 
may be true, it is usually impossible to temove more 
than a small part of the peri-rectal fat and mesentery 
from below and that if it is not necessary to excise 
peri-rectal fat and mesentery, the posterior operation 
is adequate. 

Up to 1915 probably not over 25 per cent of the 
cases seen were operated upon, and after this careful 
selection the mortality of operation by the posterior 
route was 16 per cent, and of those surviving the 
operation only 16 per cent lived three years. There- 
fore only about 4 per cent of the patients seen lived 
for three years. This is contrary to the statistics of 
Hausmann indicating that of patients dying of car- 
cinoma of the intestines only 50 per cent show any 
growth outside of the bowel wall. If this is true, 
about 50 per cent of persons operated on by the 
posterior route should survive instead of only 4 per 
cent. In Cripps’ series of cases, which is the best 
for the posterior route, it is found that 9 per cent of 
the total number of patients seen were alive three 
years later. 

Considering the most extensive operation, the 
combined abdomino-perineal operation of Miles, in 
which there is no possibility of implantation of cells 
from the growth, it is found that 22.7 per cent of the 
total number of patients seen are alive at the end of 
three years and 11.3 per cent are alive at the end of 
live years. This is a great improvement over the 
posterior operation but far from the 50 per cent of 
permanent cures which Hausmann’s statistics would 
lead one to regard as the goal of the surgeon. 

The value of the various operations should be de- 
termined definitely by figures rather than by the 
impressions of surgeons. The operation of choice is 
the procedure which gives the largest number of 
living patients at the end of three or five years out 
of the total number seen. Any operation, regardless 
of a low immediate mortality, is of very little value 
if it can be applied to only 25 per cent of the cases 
seen. The fact remains that we are able to operate 
pon not more than 65 per cent of the patients seen 


and only 11.3 per cent of the total number are alive 
five years later even when an extensive operation 
was performed. Not over 2 per cent of all are alive 
ten years later. 

In the author’s series the mortality for the ab- 
domino-perineal operation was 8 per cent. In the 
last eleven cases there were no deaths. Fifteen of the 
patients operated upon died in three years or less 
and 92 per cent of these had metastases in the liver, 
regional glands, and peri-rectal tissues. 

H. W. Fink, M.D. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Reichle, R.: A Contribution to the Surgery of 
Injuries to the Liver (Beitrag zur Chirurgie der 
Leberverletzungen). Bettr. 2. klin. Chir., 1921, 
exxvi, 6or. 

Reichle reports twenty cases of injury to the liver 
treated at the Allerheiligen Hospital at Breslau. 
Eighteen were subcutaneous ruptures, and two, 
gunshot injuries. The total mortality was 11.55 
per cent, that of the complicated ruptures 100 
per cent, and that of the uncomplicated ruptures, 
37-5 per cent. Of the two cases of gunshot injury, 
— complicated by laceration of the kidney, was 
fatal. 

The symptoms of injury to the liver are uncertain; 
hence it is difficult to decide on the indications for 
operation. Reichle advises early operation when- 
ever such injury is suspected, basing his advice on 
the disproportion between the apparently slight 
symptoms of injury during the first few hours and 
“8 severity of the operative findings a short time 

ter. 

In seven cases the cause of death was primary 
hemorrhage (five times from rupture of the liver, 
once each from injury to the vena cava and rupture 
of the spleen). 

Present-day treatment consists in suture or tam- 
ponade. A serious complication is the sequestration 
of portions of the liver which have been deprived of 
proper nutrition. When hemorrhage has been very 
severe, intravenous reinfusion of fluid blood from 
the abdominal cavity has been found of great value; 
its effect in most cases was striking. To every 100 c. 
cm. of blood, 10 c. cm. of 2 per cent sodium citrate 
should be added. NAEGELI (Z). 


Martens, E.: Anatomical Bases for Resections of 
the Liver (Anatomische Grundlagen fuer Resek- 
tionen an der Leber). Beitr. 2. klin. Chir., 1922, 
cxxvi, 620. 


The distribution of the vascular system in the 
liver divides the organ into two parts, each of which 
may be regarded as independent. This division 
holds good, however, only for the vessels entering 
and leaving the hilum. Because of the early branch- 
ing off of the cystic artery the gall-bladder is an 
unpaired organ which can be included in the right 
system as well as in the left. 


in 
ch 
ric 
ind 
in 
ric 
ch. 
S- 
by 
1g 
Ss, 
1e 
1e 
it 
d 
)- 
f 
i 
1 
| 


24 INTERNATIONAL ABSTRACT OF SURGERY 


The peripheral anastomoses in the regions of the 
hepatic artery and portal veins are too unimportant 
to assure nourishment to portions of the liver shut 
off from the chief afferent vessel. In rare cases the 
isolated portion of the liver may be nourished after 
ligation of a hepatic artery by the arteries of the 
hilum. The ligation of an arterial branch and a 
branch of the portal vein preliminary to resection 
of the liver makes it necessary to keep to the line 
which separates the tissue attacked by necrosis from 
the healthy tissue. Theoretically this line (the 
mesial border of the gall-bladder or the right border 
of the caudate lobe, makes resection of a lobe possi- 
ble; on account of the danger of progressive throm- 
bosis of the portal vein, hemorrhage may be con- 
trolled best on the resection surface (Wendel). 

The hepatic veins have three divisions and take 
their directions according to the anatomical division 
of the lobes of the liver. For these, the employment 
of intrahepatic ligation comes into consideration since 
they are injured by the incision. NAEGELI (Z). 


Moore, F. D.: The Associated Pathology of Gall- 
Bladder Disease, with a Further Plea for Chole- 
cystectomy. Surg.,Gynec. & Obst., 1922, xxxv, 338. 


Gall-bladder infection is more frequent than is 
generally supposed and disease due to or associated 
with disease of the gall-bladder is very extensive and 
frequently overlooked. Disease associated with cho- 
lecystitis may include practically any abdominal 
organ and any structures in a distant part of the body. 

In no case of diseased gall-bladder should the 
surgeon be content with the removal or other treat- 
ment of the primary condition alone; he should 
look also for possible secondary involvement. 

The author urges cholecystectomy in preference 
to cholecystostomy. He cites as his reasons that fol- 
lowing cholecystectomy the greater percentage of 
cases have no recurrence of symptoms, fewer ad- 
hesions are formed, biliary fistula occur much less 
frequently, the re-formation of calculi is very un- 
usual, cholecystitis does not recur, and convalescence 
is more rapid. H. A. McKnicurt, M.D. 


Lecéne, P., and D’Allaines, G.: The Repair of the 
Principal Bile Duct or Its Implantation into 
the Gastro-Intestinal Tract in Difficult Cases 
(La réparation de la voie biliaire principale ou sa 
dérivation dans le tube digestif dans les cas difficiles). 
J. de chir., 1922, XX, 237. 


Formerly there were only three operative methods 
to re-establish the continuity of the principal bile 
duct, viz., direct suture of the extremities of the sec- 
tioned canal, anastomosis with the duodenum or 
stomach, or anastomosis.of the gall-bladder to the 
intestine. Today, in addition to these procedures, 
there are three others from which to choose: 

1. Suture of the two ends of the divided bile duct 
over a rubber tube. 

2. Hepato-duodenal or gastric implantation over 
a rubber tube with suturing of the bile ducts and 
intestine in one or more planes. 


3. Reconstruction of the bile duct by means of 
a rubber tube implanted in the stomach or duodenum 
without direct suture. 

The author reviews and discusses the cases re- 
ported in the literature in which these methods were 
employed. 

In the sixteen cases in which the first method 
was used there were seven operative recoveries, five 
later recoveries, one incomplete recovery, one com- 
plete failure, and two deaths. The use of the 
second method in thirteen cases was followed by 
one immediate and complete recovery, five late re- 
coveries, two incomplete recoveries, one unknown 
result, and four deaths. The twenty-three cases 
operated on by the third method consisted of two 
cases of accidental section in the course of a biliary 
operation, six cases of stricture following a previous 
operation, five cases of neoplasm, and ten cases with 
a more or less old biliary fistula. They were thus 
among the most difficult types of cases met with 
in biliary surgery. The third method of operation 
is easier than the others and its results were better. 
The twenty-three operations were followed by two 
unknown results, one partially successful result, two 
recoveries lasting for twenty-six and eight months 
respectively, fourteen complete recoveries, and four 
deaths. 

From their study the authors draw the following 
conclusions: 

1. Early suture, simple approximation of the two 
ends over a rubber tube, is suitable for cases in 
which the two ends are easily seen. Accidental sec- 
tion of the bile ducts with an immediately recognized 
loss of substance seems to be the typical indication 
for this method. 

2. Hepatoduodenal or gastric implantation over 
a rubber tube with direct suture is suitable for cases 
in which the upper end can be reached so that a sup- 
porting suture can be applied, a little of the biliary 
canal can be dissected, and the duodenum or 
stomach can be mobilized in an operative region not 
modified too much by adhesions. 

3. Reconstruction of the biliary tract by means 
of a rubber tube with gastric or duodenal implanta- 
tion and without direct suture is applicable to the 
most complicated surgical cases, particularly fistula 
of the principal bile duct. 

The use of the rubber tube is an important ad- 
vance; direct suture is often a valuable aid but is 
not indispensable, and there should be no hesitation 
in omitting it when it entails difficult and dangerous 
manceuvres. 

Omentoplasty may be added to the operative pro- 
cedure as it permits a better reconstruction of the 
principal bile passage. 

A greater number of cases is necessary to judge o! 
the value of these operative procedures but the 
number is already sufficient to warrant the conclu- 
sion that the operations give very good results in 
particularly difficult cases. The chief danger is 
ultimate stricture of the anastomoses and ascending 
biliary infection. W. A. BRENNAN. 
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Zoepftel, H.: Preliminary Stages of Acute Necrosis 
of the Pancreas, and a Contribution to the 
Advisability of Early Operation in Cholelithia- 
sis (Vorstufen der akuten Pankreasnekrose, zu- 
gleich ein Beitrag zur Zweckmaessigkeit der Frueh- 
operation bei Gallensteinleiden). Klin. Wehnschr., 
1922, i, 1203. 


Acute necrosis of the pancreas was observed ten 
times in 150 operations on the bile ducts. The 
condition is a complication of cholelithiasis. When 
a stone is incarcerated in an end portion common to 
the excretory ducts from the liver and the pancreas, 
the pancreatic ferment is activated by the bile which 
passes over into the pancreas, taking infectious 
material with it. Autodigestion of the glands and 
acute necrosis of the pancreas result. If infection is 
present the latter may be caused also by obstruction 
to the flow of the pancreatic secretion alone. 

The prognosis is extremely unfavorable if the 
acute stage persists a number of days. It is more 
favorable in cases running a subacute course with 
occasional flare-ups, even though the necrosis of 
the pancreas may be extensive. The preliminary 
stage of acute necrosis of the pancreas is seen in 
cases which have not yet progressed so far as the 
formation of necroses, but the pancreas and the tis- 
sues immediately surrounding it are permeated and 
covered over by a glassy oedema. The author 
observed three such cases with typical gall-stone 
findings; operation was performed within the first 
twelve to twenty-four hours. No severe changes 
had yet been caused in the pancreas by the occlusion 
of the choledochus. These three cases were cured, 
while in those which were operated on later than 
twenty-four hours from the onset, the mortality was 
100 per cent. 

The conclusion drawn is that cholelithiasis should 
be operated on early. The possibility of a begin- 


ning acute necrosis of the pancreas must be borne 
in mind when there occurs in the course of cholelithi- 
asis an attack of pain in the upper abdomen which is 
similar to that of perforation, but localized more to 
the left. FIscHER (Z). 


Lindsay, E. C.: A Case of Multiple Pancreatic Cal- 
culi: Removal and Recovery. Lancet, 1922, cciii, 
612. 


Multiple pancreatic calculi are rare, and relatively 
few cases of operative removal have been reported. 
Lindsay’s case was that of a man aged 29 years 
who had a fifteen-year history of colicky epigastric 
pain lasting for periods of two days to a week. Food 
increased this pain. There was no radiation. Slight 
but continuous wasting had been noted for two 
years. There was no jaundice and there had been 
no change in the stools. 

At examination the urine was found free from 
sugar. The X-ray showed irregularity on the lesser 
curve of the stomach which suggested a penetrating 
ulcer, but another view showed that the shadows 
were outside of the stomach. 

At operation the pancreas was exposed by an in- 
cision in the gastrohepatic omentum and an incision 
made over the most prominent of the masses felt in 
the organ. The duct was opened and six large 
stones were removed. The ducts were dilated, their 
walls were thickened, and the gland tissue was 
relatively thinned throughout. The duct was re- 
sutured and a tube drain inserted. 

There was drainage from the tube for two days. 
On the sixth day the tube was removed. Con- 
valescence was uneventful. 

The calculi consisted of calcium carbonate with a 
small admixture of oxalate of calcium and mag- 
nesium. Cultures of the pancreatic fluid were nega- 
tive. S. J. SEEGER, M.D. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Bloodgood, J. C.: Tumors of Bone. 
1922, xxi, 308. 

There are certain data in the history that are of 
great importance in the diagnosis of a bone lesion. 
If the patient is under 15 years of age and the X-ray 
shows that the lesion is central, it is not sarcoma. 
If the X-ray shows that the lesion is periosteal, it is 
just as apt to be a sarcoma as not a sarcoma. If 
the X-ray shows that the lesion is periosteal and 
involves more than one bone, it is not sarcoma, nor 
metastatic carcinoma, nor any hopeless disease. A 
multiple periosteal lesion is benign, but may become 
malignant later as in the so-called Paget type. If 
the lesion is central and multiple it may be benign 
or malignant. If the patient is under 15 years of 
age it is not malignant, but if the patient is over 15 
years it may be one or the other. 


Northwest Med., 


In interpreting the X-ray picture it is of great 
importance to compare the diseased bone with the 


opposite bone. It must be remembered that there 
may be an area of bone formation in front, and of 
bone destruction behind, and if they overlap the 
X-ray may not show the process. 

The author has found Bence-Jones bodies in the 
urine only in cases of multiple myxomata and meta- 
static carcinoma. Syphilis is always suggested by 
periosteal lesions, but in no case of syphilis is there 
an intact bone shell with a central shadow. 

If the patient with a central bone lesion is under 
15 years of age sarcoma is excluded and the diag- 
nosis rests between the common bone cyst, the less 
frequent giant-cell tumor, and the rare chondro- 
myxoma. The common bone cyst usually becomes 
cured without any treatment. Giant-cell tumors 
predominate in patients over 15 years of age. 
Myxoma may occur at any age and is the most diffi- 
cult of all bone tumors to cure without amputation . 
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The probability of a cure of periosteal or central 
sarcoma is present in not more than 4 per cent of the 
cases. Giant-cell tumors, bone cysts, and syphilitic 
periostitis were formerly confused with sarcoma and 
included in the percentages of cure by amputation. 
The author does not favor amputation for central 
bone tumor unless the disease has destroyed the 
limb, because the majority of cases are not sarcoma 
and the probability of cure is very small. Delay 
will do no harm in cases of chondroma, myxoma, 
and bone cyst, but the giant-cell tumor, which can 
be permanently cured without loss of function, is 
cured more easily if there is an intact bone shell. 
Only curettage is necessary. Left alone, the giant 
bone tumor will destroy the bone shell and infiltrate 
the soft parts as completely as the most malignant 
sarcoma, but will never give rise to metastases. After 
curetting, the author uses carbolic acid and alcohol, 
50 per cent zinc chloride, or the cautery. Actual 
cauterization does not interfere with ossification. 

Bloodgood favors immediate operation on all 
patients over 15 years of age who have a bone with 
a central cavity with a shell. Myxoma should be 
cut into with a cautery only. If not, it will recur 
as it will be transplanted into the fresh wound. 
Chondroma also is implanted in this manner. After 
the cauterization, carbolic acid, alcohol, and zinc 
chloride may be used. The treatment of the cavity 
depends upon its size. Some cavities are left open, 
others are closed, and others require bone trans- 
plantation. Daniev H. Levintuat, M.D. 


Perna, G.: The Ossification of the Acetabulum and 
the Significance of the Supra-Acetabular 
Tubercle in Man (Sulla ossificanzione dell’acetab- 
ulum e sul significato del tuberculum supracoty- 
loideum nell’uomo). Chir. d. organi di movimento, 
1922, vi, 485. 

The author’s long and well-illustrated article is 
an epitome of the various theories as to the de- 
velopment of the acetabulum and reports his own 
investigations in the Anatomical Institute of the 
University of Bologna. From his studies Perna 
reaches these general conclusions: 

1. In the formation of the walls of the acetabular 
cavity in man three bones take a predominant part. 
Because of their situation these may be called the 
anterior, posterior, and superior acetabular bones. 

2. The anterior acetabular bone originates from 
the confluence of multiple bony nuclei which arise 
at different age periods and are of different mor- 
phology. The first to become manifest is the 
nucleus of the acetabular bone in the fundus of the 
acetabular cavity. To this are successively added 
(about the second half of the eighth year) other 
secondary nuclei—the lateral and medial iliopubic 
and pubo-ischiatic nuclei of Staurenghi—which 
together constitute the complementary ventral 
bone of the acetabular cavity. At its complete 
development (the seventeenth year), the anterior 
acetabular bone almost entirely invests the lateral 
extremity of the horizontal branch of the pubis 


and extends more or less on the ventral part of the 
acetabular surface of the ilium, definitely forming 
all the ventral segments of the facies lunata. In it 
can be distinguished, however, a glenoidal and 
an articular lamina which form a T correspond- 
ing to the iliopectinal line. The first never pro- 
jects beyond the lower margin of the semilunar 
surface, while the second is interposed completely 
between the ilium and pubis and in small part 
between the pubis and ischium, corresponding to the 
more elevated portion of the ischiopubic articulation 
in the acetabular fundus. The upper sub-margin 
forms the anterior segment of the acetabular ridge 
and shows a depression in the medial portion lateral 
to the iliopectinal eminence which may be called 
the ventral depression of the acetabular ridge. After 
the eighteenth year it fuses with the neighboring 
bones, first with the pubis, then with the ilium, and 
finally with the ischium. 

3. The posterior acetabular bone originates from 
the confluence of various bony nuclei which appear 
toward the ninth year in the dorsal cartilaginous 
branch, corresponding to the cartilaginous acetab- 
ular ridge, and successively, during the sixteenth 
and seventeenth years, fuse with the accessory 
nuclei which become manifested in the remaining 
ilio-ischiatic cartilage—the lateral and median ilio- 
ischiatic nuclei of Staurenghi. After its complete 


development it occupies the entire extent of the 
ilio-ischiatic cartilage, constituting a triangular 
bony wedge interposed between the ilium, and 
ischium and forming the cephalic half o! the:posterior 


segment of the facies lunata and the corresponding 
acetabular ridge. A thin lamina which contjnucs 
its mediodorsal margin reaching the anterior .con- 
tour of the great sciatic notch and the acetabulum 
does not ordinarily project beyond the limit of the 
semilunar surface. Its lower acetabular angle 
extends more or less regularly on the ischium, and its 
upper angle and acetabular margin more or less on 
the body of the ilium. In the middle part of the 
posterior acetabular bone is a depression which 
may be termed the dorsal depression of the acetab- 
ular ridge. After the seventeenth year this bone 
fuses with the neighboring bones, first with the 
ischium and then with the ilium. 

4. The superior acetabular bone originates 
from a nucleus manifested after the eighth year in 
the thickness of the cephalic segment of the car- 
tilaginous acetabular segment where it meets the 
marginal cartilage of the ilium. It later acquires 
the form of a triangular pyramid with an acetabular 
surface which completely or in part forms the 
upper segment of the facies lunata (head of the 
acetabulum), with an articular surface which first 
articulates and then fuses with the body of the 
ilium, and an extra-acetabular or anterior surface. 
The margin interposed between the acetabulum and 
anterior surfaces forms the cephalic segment of the 
acetabular ridge which is differentiated by a thick 
elevation in the anterior surface of the bone under 
discussion. This elevation constitutes the supra- 
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acetabular tubercle. When completely developed 
the bone may be quite isolated from the other 
acetabular formations but frequently articulates 
and becomes fused with the anterior and posterior 
acetabular bones. When this articulation does not 
occur, more or less deep and extensive incisure 
occur in the spaces between the acetabular bones. 
These may be termed the cephalo-ventral and the 
cephalo-dorsal incisure of the acetabular ridge. 
The superior acetabular bone is at first independent 
of the epiphyseal nuclei of the inferior anterior 
iliac spine but after the eighteenth year fuses with it 
and then with the body of the ilium. 

5. These three bones form the maximum part 
of the facies lunata. The fundus of the acetabulum 
is developed chiefly from the ischium and partly 
from the ilium. 

6. When the acetabular bones are well developed 
and articulate, the acetabular cavity is rather deep 
and united by a raised acetabular ridge which, with 
the exception of the dorsal and ventral incisura, 
does not show any irregularities. 

7. The anterior acetabular bone has a special 
morphological importance since, besides its epiphy- 
seal character, it contains portions of the acetabular 
bone which is considered a fourth fundamental 
piece of the innominate bone. The anterior acetab- 
ular bone represents the acetabular epiphysis of the 
pubis. The posterior and superior acetabular bones 
may be considered as epiphyseal bones of the 
ischium and ilium respectively. The superior acetab- 
ular bone is a characteristic of the human species 
because of the important function of the cephalic 
walls of the acetabulum in sustaining the entire 
weight of the trunk in the erect position. 

8. The bony ridge of the supra-acetabular tu- 
bercle which is separated from the acetabular ridge 
by a sulcus formed in the extra-acetabular surface 
of the upper acetabular bone gives implantation to 
the iliofemoral ligament of the hip joint and fre- 
quently to the minor iliac muscle. This also is a 
characteristic of the human species as such forma- 
tions have a great functional importance in the 
erect position. 

9. On account of its origin and its independence 
of the other acetabular formations the superior 
acetabular bone must be of special practical im- 
portance because if it is absent or malformed or 
there are lesions of the muscles inserted in it, 
true malformations of the hip joint result from 
non-development or deficiency in the highest part 
of the facies lunata. As this is a characteristic of 
the human species, the malformations due to de- 
fective development reduce the acetabulum to the 
forms found in lower species. 

W. A. BRENNAN. 


Alberti, O.: The Metatarsophalangeal Syndrome 
of Koehler (La sindrome metatarsofalangea del 
Koehler). Chir. d. organi di movimento, 1922, vi, 569. 

The author reports six cases of Koehler’s syndrome 
of the second metatarsophalangeal joint. These 


cases varied in their intensity, but were identical in 
character, there being in every instance pain in the 
joint in the erect position and in walking, varying 
swelling on the dorsal surface, apparent shortening 
of the second toe, and irregularity of the joint noted 
on palpation, etc. The most interesting and 
characteristic findings are those shown in roent- 
genograms, viz., thickening of the distal half of the 
second metatarsal, frequently with disappearance of 
the margin, and varying deformity of the metatarsal 
head which, in the beginning, suggests osteochond- 
ritis dessicans but later shows widening and flatten- 
ing of the articular surface. The proximal phalanx 
of the second toe is secondarily deformed by widen- 
ing of its base and the articular surface. In con- 
sequence the articular space becomes altered. 
Sometimes the peri-articular tissues show calcifica- 
tion and osteophyte formations. 

The course of the condition is very slow, and the 
prognosis is usually favorable. At most, resection 
of the joint is necessary. 

The pathogenesis is complex. The condition has 
been attributed to various causes. The author 
ascribes it to the following factors: 

1. The presence of anatomicophysiological con- 
ditions responsible for the selective localization of 
the lesion in the second metatarsophalangeal joint 
the head of which is normally the principal point of 
support of the foot and hence is exposed to the 
greatest weight. The second toe projects in front 
of the others and therefore is more exposed to 
trauma. 

2. General pathologic conditions predisposing to 
alterations in the growing layer of the articular 
cartilage and interfering with chondral ossification 
of the metatarsal head. 

3. Concomitant causes represented especially by 
trauma such as the weight of the body acting on 
tissues already pathologically disposed. 

From such causes a disturbance in nutrition might 
arise in the process of chondral ossification of the 
metatarsal head, causing first osteochondritis and 
later, deforming chronic arthritis. 

W. A. BRENNAN. 


Roth, P. B.: Two Cases of a New Metatarsal Dis- 
ease. Proc. Roy. Soc. Med., Lond., 1922, xv, Sect. 
Orthop., 80. 


The author’s first case was that of a woman, 37 
years old, who complained of pain and swelling in 
the right foot for five weeks. The X-ray showed 
swelling on both sides of the second metatarsal 
bone. There was no history of injury. The Wasser- 
mann test was negative. After treatment with 3 gr. 
of potassium iodide a day for one month, the patient 
was much better but not cured. 

The second case was that of a nurse, 22 years old, 
who complained of pain and swelling on the dorsum 
of the left foot at the base of the second and third 
toes. The X-ray showed swelling on the outer side 
of the shaft of the second metatarsal bone at the 
junction of the middle and distal third, and a slight 
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swelling at the junction of the proximal and middle 
third. The Wassermann test was negative, and 
there was no history of injury. The patient was 
treated with complete rest and 3 gr. of potassium 
iodide a day for five weeks. A complete cure re- 
sulted. Joun MitcHett, M.D. 


FRACTURES AND DISLOCATIONS 


Schlegel, A.: An Unusual Case of Retrosternal 
Dislocation of the Clavicle (Ein seltener Fall von 
Luxatio clavicularis retrosternalis). Muenchen. med. 
Wehnschr., 1922, Ixix, 511. 


The author first gives a theoretical explanation 

of the movements of the clavicle in the sternal 
joint and of the evolution of a retrosternal dislocation 
of the clavicle and then reports a case of the latter 
type. 
The diagnosis was certain from the appearance. 
In addition, there were symptoms of intrathoracic 
pressure and a distinct difference in the pulse in 
the two carotid and radial arteries. Motion in the 
arm was limited to lateral extension to the hori- 
zontal. 

Operation was performed, as in most of the cases 
of retrosternal dislocation of the clavicle hitherto 
reported. Reposition with fixation was not possible 
on account of complete cutting away of the capsule; 
therefore a piece 3 cm. in length was resected from 
the clavicle. 

At the end of three months an almost complete 
cure had been obtained. It would thus appear that 
resection is the method of choice in the treatment of 
dislocation of the clavicle with pressure symptoms. 

Dencks (Z). 


Saner, F. D.: Fracture-Separation of the Lower 
Humeral Epiphysis. Practitioner, 1922, cix, 244. 


Fracture-separation of the lower humeral epiphy- 
sis, which is seen most frequently between the ages 
of 6 and 12 years, may be due to direct or indirect 
violence. 

There are two common types. The first consists 
of partial or complete separation of the epiphysis 
with a small fragment from the diaphysis which 
remains attached to the epiphysis. In the second, 
the line of fracture is just above the epiphyseal 
line or may partially involve it. Usually the line 
of fracture is through the condyles. The latter type 
is the more common of the two, and is usually due 
to direct violence. The former is usually caused by 
indirect violence. 

When the violence is indirect, the forearm with 
the small humeral fragment is driven backward, the 
upper end of the lower humeral fragment is tilted 
forward, the periosteum on the posterior surface of 
the humerus is extensively stripped up, the struc- 
tures of the elbow joint are injured, and there is 
extensive effusion of blood into the surrounding 
muscles and subcutaneous tissues. 

Manipulation of the elbow or arm for the purpose 
of diagnosis is to be avoided. An accurate diag- 


nosis is impossible without an X-ray examination. 
Roentgenograms in two planes and control roent- 
genograms of the sound elbow for comparison are 
necessary. 

If any degree of displacement is present, an at- 
tempt at reduction should be made immediately 
under full anesthesia. The arm should be held 
firmly while steady traction is applied to the wrist 
with the forearm fully extended. While traction 
is maintained the forearm should be slowly flexed. 
The manipulation should be slow and firm. Reduc- 
tion sometimes fails because of extensive effusion. 
A delay of a few days to allow absorption of the 
effusion defeats its own object as the blood, when 
organized, causes a still more solid resistance and 
callus is formed very rapidly. 

If the displacement cannot be corrected by non- 
operative means, open operation is indicated. The 
incision should be made in the midline on the poste- 
rior surface of the arm. No metal or other fixative 
should be inserted. In the after-fixation the elbow 
should be acutely flexed and the hand supine. 

Complete anatomical reduction is necessary to 
prevent excessive callus formation which may ob- 
struct movement at the elbow joint. The greater 
the displacement, the greater the amount of callus 
that will be formed. 

During the after-treatment too great activity, 
either in massage or movement, increases the ten- 
dency to callus formation, but prolonged immobiliza- 
tion with the forearm in flexion is followed by pro- 
nounced rigidity of the elbow. 

The author fixes the extremity in the flexed posi- 
tion, with the elbow region free or lightly covered. 
To relieve the pain and to aid absorption, the gent- 
lest effleurage is applied to the elbow region from 
the first day. After a week or ten days the arm is 
released daily and slightly active motion is given, 
the arm then being replaced in the same splint. At 
the end of the third week the arm is placed in a 
sling and further voluntary movements are en- 
couraged. Passive motion is to be avoided. 

Following operative reduction the arm is left un- 
touched until the tenth day, when the sutures are 
removed. After several days the same routine is 
followed as in the non-operative cases. 

Dantev H. Levintuat, M.D. 


Maffei, F.: Traumatic Dislocation of the Hip in the 
Child (Contributo allo studio della lussazione 
traumatica dell’anca nell’ infanzia). Chir. d. organi 
di movimento, 1922, vi, 604. 

Traumatic luxation of the hip is very rare in the 
young. Of 1,842 such lesions observed at the 
Rizzoli Institute of Bologna since 1901 only three 
were found in young persons. Two of the young 
patients were under 10 years and one was 14 years 
of age. All three had a luxation of the hip caused 
by a fall. Fractures of the neck of the femur are 
much more common in the young. 

In the literature the author has been able to 
find only forty-nine cases of traumatic luxation of 
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the hip in the young. The most common type of 
luxation is the posterior luxation. This was of the 
iliac type in thirty-three cases and of the ischiatic 
type in six. The anterior luxations were of the 
suprapubic type in two cases, the iliopectoral type 
in one, and the obturator type in six. In one case 
record the type is not given. Thirty-seven of the 
patients were males, and eleven, females. In 
twenty-two cases the left hip was luxated and in 
seventeen the right hip. Ten case records do not 
state which hip was affected. Two of the author’s 
three cases were posterior iliac luxations of the left 
hip and one was an anterior suprapubic luxation 
of the right hip. All were operatively reduced and 
cured. 

Spontaneous reduction was effected in only one 
of the forty-nine cases. Manipulative reduction is 
usually easy if done soon after the injury. In old 
cases time should not be wasted in attempts at 
reduction. 

With the technique which is used today there 
need be little fear of sepsis; in only three operative 
cases were there any septic complications. Whether 
the reduction is effected by manipulation or opera- 
tion it should be maintained by means of a carefully 
moulded plaster cast. Failure is due principally to 
the use of traction apparatus which is not sufficient 
to maintain the limb in the desired position. 

W. A. ERENNAN. 


Epstein, G. I.: The Surgical Treatment of Habitual 
Dislocation of the Hip (Zur operativen Behand- 
lung habitueller Hueftluxationen). Nowy Chir. Arch., 
1922, li, 30. 

The observation of a case in which, after resection 
of a tuberculous hip, hyperostosis occurred and 
resulted in the formation of a bony wall at the iliac 
acetabular roof which prevented upward dislocation 
of the femur, suggested imitation of the method 
indicated by nature by surgical measures. The 
method of preventing recurrence of dislocation of 
the head of the femur by cutting from the ilium a 
flap of bone with periosteum attached, deflecting it, 
and stitching it to the articular capsule was orig- 
inated by Koenig, but the two children on whom 
Koenig operated died of intercurrent disease before 
a permanent result had been achieved. 

The author reports the case of a boy, 16 years 
old, who was operated on by Polenoff. This patient 
suffered from paralytic dislocation of the left hip 
and showed other results of poliomyelitis which 
seriously affected walking. The gluteal muscles 
were paralyzed but the muscles of the thigh were 
better developed than those of the other side. 
Through a curved incision beginning two and one- 
half fingerbreadths behind the anterior-superior 
spine of the ilium and extending to the tip of the 
trochanter and by partial transverse division of all 
three gluteal muscles, the articular capsule was 
widely exposed and a section measuring 2.5 cm. was 
resected, invaginated in the neck portion, and 
sutured together again. A semicircular incision 


was then made in the periosteum of the ilium 4 
cm. above the margin of the acetabulum, and a 
bony lamella shaped like a fan detached with its 
periosteal covering, deflected downward, and made 
fast to the capsule with three sutures. A roent- 
genogram made six months later showed that the 
artificially created protective roof was well estab- 
lished. There has been no recurrence of the dis- 
location. VON DER CSTEN-SACKEN (Z). 


Kopits, J.: Deformity of the Head of the Femur as 
an Obstacle to the Complete Cure of Congen- 
ital Dislocation of the Hip (Die Deformierung 
der Hueftgelenkes des Femur als ein Hindernis der 
vollkommenen Heilung der kongenitalen Hueft- 
gelenksluxation). Orvosi hetil., 1922, lxvi, 201. 


Deformities at the proximal end of the femur are 
divided into the following groups: (1) congenital 
changes in the head, the neck, or the entire proxi- 
mal end of the femur; (2) congenital deformi- 
ties plus secondary changes which have devel- 
oped from the use of the extremity affected by 
dislocation of the hip; (3) changes which have arisen 
in connection with the reduction, retention, and 
after-treatment of the head of the femur; (4) 
pathologic changes which arise in the reduced head 
of the femur in the course of treatment or after an 
apparently complete cure. 

Following a discussion of the significance, the 
basis, the relations, and the origin of these deform- 
ities, the author draws these conclusions: 

1. Congenital deformities and those arising sec- 
ondarily before reduction, at an age when the 
head, otherwise normal, is still reducible—provided 
there is a concentric stratification in the joint socket 
—cause little or no disturbance in the function of 
the joint after reduction. 

2. Deformities of the head which arise during 
treatment or as a result of after-treatment tend to 
be permanent. The functional success of the treat- 
ment is not complete; limping persists in some de- 
gree. Recognizing their causes, we must do all in 
our power to guard against the development of 
deformities. By more frequent changing of dress- 
ings we must inform ourselves in each case whether 
the articular capsule or the muscles have contracted 
sufficiently to allow us to terminate the period 
of fixation. When fixation has not been continued 
too long, there is no need of after-treatment to re- 
lieve contracture. There can be no set rules for all 
cases. 

3. We cannot prevent a disturbance of bone 
formation in the femoral head, the development of 
an osteochondritis juvenilis. This process is of a 
progressive character and often leads to destruction 
of the joint (arthritis deformans juvenilis), but in 
other cases becomes stationary at a certain stage of 
development. Such destruction of the head is not 
directly connected with the congenital dislocation 
of the joint as it may be observed in joints which 
were normal at birth. For reasons still unknown, 
however, it is seen with remarkable frequency 
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in association with congenital dislocation. The 
disease process may begin during treatment or 
some time after it has been finished, but always 
before the end of puberty it disturbs the good 
result which had been regarded as secure. On the 


basis of these experiences we cannot regard re- 
duction of the joint with good function as a perma- 
nant cure unless complete ossification of the epiphy- 
sis of the head of the femur has occurred. 

VON LopMAYER (7). 


SURGERY OF THE SPINAL COLUMN AND CORD 


Frazier, C. H., and Spiller, W. G.: An Analysis of 
Fourteen Consecutive Cases of Spinal Cord 
Tumor. J. Am. M. Ass., 1922, xxix, 1024. 

In twelve of the fourteen cases the tumor was ac- 
curately localized, accessible, well-encapsulated, and 
distinctly operable. 

In thirteen cases pain was the first symptom and 
conspicuous. The original pain zone persists 
throughout the course of the disease, but in the later 
stages is more widespread in distribution. It is 
therefore an important localizing sign. In four 
cases pain was present for three or more years, and 
in three cases approximately two years elapsed be- 
fore motor signs appeared. 

According to the location of the tumor, the most 
common diagnostic errors are: pain associated with 
movements of the neck diagnosed as Pott’s disease; 
pain referred to the shoulder diagnosed as rheuma- 
tism; pain referred to the shoulder and arm diag- 
nosed as neuritis; pain referred to the precordium 
diagnosed as angina pectoris; pain referred to the 
upper abdomen diagnosed as due to gall-stones; 
pain referred to the lower abdomen diagnosed as 
appendicitis; and pain referred to the lower ex- 
tremities diagnosed as sciatica. 

Given a case with pain of definite localization 
which is aggravated by movement, coughing, or 
sneezing, and persists for months or longer in the 
original site with occasional remissions but without 
variation except in degree, the possibility of a spinal 
cord tumor must be borne in mind. 

The distribution of pain and paresthesia differ 
in that pain, a root phenomenon, is always referred 
to the same side as that of the lesion, while pares- 
thesia, a cord-pressure symptom, may be homolat- 
eral, contralateral, or bilateral. 

In the classical description of the clinical course 
of spinal tumors three cycles are mentioned: the 
cycle of root pain, the Brown-Séquard cycle, and the 
cycle of motor and sensory paralysis. In not one 
of the fourteen cases was there a typical Brown- 
Séquard picture. 

Motor disturbances were present in each of the 
fourteen cases in greater or less degree, according to 
the size and location of the tumor. 

Spasticity is always a forerunner of weakness or 
paralysis and in most cases the difficulty in locomo- 
tion is due to the spasticity rather than atrophy. 

The sequence of symptoms is pain, paresthesia, 
and paralysis. 


Too much stress must not be laid on the presence 
of a spinal block. This is a late rather than an carly 
symptom. Xanthochromia was present in only five 
cases and its duration was five, three, and two years. 
The Queckenstedt or Ayer test for spinal block 
should be applied in all cases as it may reveal a 
block before xanthochromia appears. A _ positive 
finding by either method should be regarded as 
only confirmatory, however, since negative findings 
do not preclude the presence of a tumor and positive 
findings have been noted in cases of lesions other 
than tumors. 

It is a matter of very little consequence, when once 
the segmental localization is established, whether 
the tumor is intradural or extradural or what its 
position is with relation to the spinal cord. In 
the cases reviewed there were no intramedullary 
growths. 

Two of the patients died. In one of these cases 
two-thirds of the tumor was within the intracranial 
cavity, only one-half of the diaphram sustained the 
respiratory act, anda respiratory breakdown occurred 
during the operation. The other death was due to 
embolism. 

To avoid making the opening in the spinal column 
too low it should be borne in mind that the level 
of the lowest lamina to be removed should cor- 
respond to the location of the segment representing 
the highest level of sensory loss. 

To prevent recurrence the operator should remove 
with the tumor that portion of the meninges from 
which it originated. In the cases reviewed there 
was only one recurrence; a second operation was 
advised but not permitted. 

Recovery of function is a matter over which the 
surgeon has no control. Assuming that the tumor 
was removed without injury to the cord, the return 
of function will depend on whether the symptoms 
were due to pressure or to cord degeneration; if 
to the former, functional recovery will be complete; 
if to the latter, it will be more or less limited. When 
the symptoms are due to pressure alone, sensory 
and motor function recover surprisingly promptly, 
even when the tumor was present for several years. 
Within a few days of the operation, first sensory and 
then motor function returns. 

There were only two cases in the authors’ series 
with absolutely no return of function. 

The article contains several interesting illustra- 
tions. Cart R. STEINKE, M.D. 
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Sachs, E., and Malone, J. Y.: An Experimental 
Study of Methods for Bridging Nerve Defects, 
With a Description of a New Method of Auto- 
transplant (Auto-Autotransplant). Arch. Surg., 
1922, V, 314. 


The authors have experimented in nerve repair on 
dogs to ascertain the best of three methods to em- 
ploy when end-to-end anastomosis is impossible. 

The most careful technique was used, including 
very gentle handling of the nerve, a bloodless field, 
the control of bleeding in the nerve by means of 
cotton pledgets soaked in warm saline solution or 
the injection of warm saline solution into the nerve, 
and the approximation of nerve tissue to nerve tissue. 

Several methods of repair were used, but all ex- 
cept three were discontinued. The latter were as 
follows: 

1. Anastomosis of the central and peripheral ends 
of the injured nerve into longitudinal incisions in a 
normal nerve. The freed cut-ends of the injured 
nerve were sewed carefully into longitudinal slits in 
a nearby nerve. In eighteen dogs the peroneal 
nerve was cut and then sutured into the tibial nerve. 

2. Anastomosis of the central and peripheral ends 
of the injured nerve to flaps cut in the same quadrant 
of anormal nerve. The peroneal nerve was sutured 
to flaps in the tibial nerve in fifteen experiments. 

3. Autotransplantation of half of the central end 
of the injured nerve, the segment removed being 
just long enough to bridge the defect (auto-auto- 
transplant). 

The nerves operated upon were exposed at various 
intervals and tested with electricity peripherally 
by the muscle contractions, and centrally by reflex 
stimulation of respiration. 

The animals were finally killed and the nerves 
examined microscopically after being cut trans- 
versely into sections 5 to 10 microns thick or longitu- 
dinally. Every fifth section was mounted so that the 
nerve fibers could be traced systematically. 

Other tissue than nerve tissue is unsatisfactory 
for bridging a nerve defect. The most successful 
method for large defects consists in implanting the 
nerve ends into an adjacent healthy nerve. 

Hamorrhage from a nerve may be controlled by 
distending the end of the nerve with salt solution. 

Accurate approximation of cut nerve ends is 
essential for the best results. Fine silk causes far 
less reaction than catgut. 

The conclusions drawn by the authors are sum- 
marized as follows: 

1. Nerve fibers will grow down the trunk of a 
healthy nerve through a longitudinal incision with- 
out impairing function and some of the fibers 
will connect up with the peripheral end. It is there- 
fore of advantage to implant both ends. 

2. On account of the branching of regenerating 
fibers a sufficient number of axons are produced 
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NERVOUS SYSTEM 


when a nerve is cut longitudinally to fill the sheaths 
in the implanted nerve, indicating that an end-to- 
side anastomosis would be satisfactory. This tech- 
nique has been used successfully in faciohypoglos- 
sal anastomosis. 

3. Molone’s test to determine whether a nerve 
has crossed a line of suture is a valuable index of 
nerve regeneration. 

4. Absolute alcohol may inhibit, but does not 
prevent, neuroma formation. 

5. Accurate approximation is the most important 
factor determining nerve regeneration. Because of 
the presence of internal plexuses in nerves it is not 
so essential to maintain the original anatomical rela- 
tion as was heretofore supposed. Whenever a nerve 
regenerates, whorls are formed at the regenerating 
end and consequently the central end of a fiber does 
not necessarily connect with its peripheral end. 

6. The method of auto-autotransplants is to be 
preferred to cable transplants because no normal 
nerve need be injured and the operation can be per- 
formed in one field. 

7. The double implantation method cannot be 
used if the nerve to be implanted is larger than the 
other nerve and if there is no adjacent nerve. 

8. The second type of transplant has no advan- 
tages over the others. 

g. The method of choice for bridging large defects 
is the double implantation method of anastomosis. 
Its advantage over the auto-autotransplant is that 
some fibers have only one suture line to traverse. 

Marcus Hopsart, M.D. 


Latarjet, A.: Resection of the Nerves of the 
Stomach; Operative Technique and Clinical 
Results (Résection des nerfs de l’estomac; tech- 
nique opératoire; résultats cliniques). Bull. Acad. de 
méd., Par., 1922, \xxxvii, 681. 


The extrinsic nerves of the stomach constitute 
three groups. The group of the lesser curvature is 
composed of the gastric branches of the anterior and 
posterior vagi situated at the interior of the small 
omentum. The second or duodenopyloric group is 
constituted of filaments coming from the hepatic 
nerves which are situated chiefly to the right of the 
pyloric artery and approach the duodenopyloric 
canal in the upper part of its posterior surface. The 
third group is that of the greater curvature which is 
constituted of filaments coming from the cceliac 
plexus and is found only in the transverse segment 
of the stomach. 

The author carried out experiments on dogs to 
study the effect of blocking the extrinsic nervous 
system of the stomach by section and of stimulating 
the pneumogastric or sympathetic branches. 

From the point of view of motility the stomach 
may be divided into two distinct segments. The 
first is the vertical portion. Section of the nerves 
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of this segment diminishes tonicity, while electrical 
excitation of their peripheral ends causes a contrac- 
tion ring which is not associated with peristalsis. 
The second motor section is the transverse part. 
Peripheral excitation of the nerves distributed here 
— peristalsis which is propagated to the py- 
orus. 

Total blocking does not cause suppression of gas- 
tric movement. Section of the nerves causes an 
immediate vasodilation which does not extend to 
the gastric mucosa. 

The anatomical and experimental findings have 
induced the author to try nerve section or resection 
of the gastric nerves in clinical cases in order to 
obtain: (1) a diminution of sensitiveness in the 
enervated territory; (2) diminution in the tonicity 
and frequency of gastric contractions; and (3) dim- 
inution of acidity. ‘The technique of the resection 
of the various nerve groups is described. Such a 
resection was done in twenty-two cases, viz., six 
cases of tabetic gastric crises, six of gastric or juxta- 


pyloric ulcers, and ten of gastropathies without any 
apparent lesion. 

In the gastric crises of tabes the operation is less 
severe than other operations usually performed for 
the condition but has only a symptomatic effect, 
relieving pain and perhaps hypersecretion. 

The value of the operation in the treatment of 
ulcer has not been determined. In all such cases 
the author supplemented it by a gastro-enterostomy. 
All of the patients were greatly benefited and may 
be considered cured but this result may be due to the 
combined operations. 

Blocking of the nerves is indicated chiefly by gas- 
tropathies with symptoms indicating a disturbance 
of function but without any apparent lesion. Fre- 
quently in such cases gastro-enterostomy is ineffec- 
tual while nerve blocking is successful. Eight of 
ten cases operated upon in this manner were cured. 
One of the two other patients was tuberculous and 
had very severe gastric crises, and the other died 
from an influenzal complication. W. A. BRENNAN. 


MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Primrose, A.: The Secondary Manifestations of 
Malignant Disease. Ann. Surg., 1922, lxxvi, 312. 


Secondary cancer metastasis occurs chiefly 
through the lymphatic channels and presents great 
variety. In bulk, the secondary tumor or tumors 
may exceed the primary. 

Handley demonstrated continuous extension of 
cancer cells from the breast along the lymphatic 
channels to the glands of the axilla and the infra- 
clavicular and supraclavicular regions, the pleura, 
the lungs, and the opposite breast, thence to the 
epigastrium and the navel by the lymphatics of the 
round and falciform ligaments to the liver, and 
thence to the peritoneal cavity. 

Ewing states that for months or weeks the soil is 
prepared in lymph nodes draining a primary focus 
of carcinoma, the more recent changes consisting of 
moderate swelling of the gland, diffuse hyperplasia, 
catarrhal exfoliation of sinus endothelium, mul- 
tiplication of follicles, and at a later period atrophy 
and fibrosis or fat invasion of the nodes. These 
changes he attributes to the absorption of autolytic 
and bacterial toxic products from the tumor. 

On the other hand, carcinoma of the breast may 
be responsible in rare instances for distant metas- 
tases while the local lymph glands escape. 

When a clinical diagnosis of a primary carcinoma 
has been made we must always assume the involve- 
ment of lymph glands even if there is no gross mani- 
festation of the condition. 

Involvement of the supraclavicular lymph glands 
at the root of the neck on the left side is most fre- 
quently observed in cases of cancer of the body of 
the stomach, the thoracic duct being the channel of 


invasion. Troisier first drew attention to these facts 
in 1886. 

Abscess formation in connection with the second- 
ary manifestations of malignant disease is due to the 
entrance of pyogenic organisms from an ulcerating 
surface. Primary carcinoma of the appendix is in 
some way connected with the development of tuber- 
culosis, and may be wholly a manifestation of that 
pathologic process. 

In cancer of the rectum and rectosigmoid, second- 
ary metastases are found in the lymph glands and 
in the liver. 

Sometimes a single lymph gland becomes the seat 
of a metastatic growth, the other nodes in the neigh- 
borhood showing no involvement whatever. 

Implantation of carcinoma upon serous surfaces 
occurs with great frequency, especially within the 
serous sac of the peritoneum, as in general abdominal 
carcinomatosis. The implantation and dissemina- 
tion of cancer during operative procedures is a 
danger which must be guarded against in operative 
technique. 

The dissemination of malignant tumors may occur 
through the blood stream. This is characteristic of 
sarcomata because of the fact that these growths are 
closely associated with the blood vessels in their 
intimate histologic structure and their immediate 
surroundings. Malignant sarcomata of bone rapidly 
metastasize in the lungs, as do also those which 
occur in the kidney in young children. Many tumors, 
both simple and malignant, such as certain enchon- 
dromata and the hypernephroma first described by 
Grawitz, invade the blood vessels by direct con- 
tinuity of growth. 

Metastases in bone may form by disect spread 
from the primary growth or through the blood 
stream or lymphatics. Bone is destroyed at the site 


of 
be 
gr 
pl 
M 
ki 
tv 
in 
it 
fr 
tv 
a 
in 
di 
pi 
m 
di 
ot 
ve 
re 
ir 
di 
is 
de 
in 
tk 
tl 
ic 
a 
th 
ci 
st 
hi 
0} 
al 
re 
om 
ie 
Pes 
ay 
tc 
pe 
au 
cl 
ni 
of 
ri 
ti 


GENERAL SURGERY — MISCELLANEOUS 33 


of the growth and spontaneous fracture of a long 
bone may occur. In some cases the presence of the 
growth may not be suspected by the patient or the 
physician. Morris H. Kaun, M.D. 


Mayo, C.H.: End-Results in Cancer as Influenced 
by Type, Reaction, Location, and Age. Ann. 
Surg., 1922, Ixxvi, 308. 


A greater number of persons in this country are 
killed by cancer in one year than were killed in our 
two years of war. The disease is apparently increas- 
ing at a rate of about 2.5 per cent a year. It selects 
its victims from the mature and aged rather than 
from the young, the greatest mortality being be- 
tween the ages of 40 and 60. Women are afiected to 
a greater degree than men; the difference lies in the 
involvement of the organs of reproduction. 

As a result of greater publicity regarding the 
disease and its destructive effects, persons with sus- 
picious lesions consult the physician earlier, thus 
making it more possible to prevent or retard the 
development of cancer. 

Environment and, apparently, acids due to degen- 
eration or irritation contribute to the development 
of cancer. Pathologists and biologists have sug- 
gested many hypotheses. The views of these in- 
vestigators seem to harmonize in the acceptance of 
regression or degeneration of the cells, loss of func- 
tion, and proliferation as processes in cancer, and of 
irritation as a factor. Within the last few years a 
dissenting group of pathologists has asserted that it 
is not the functioning cell which starts cancer by 
degenerating or regressing, but the immature, wait- 
ing, or repair cells of the embryonic type. 

While several factors, such as age, exhaustion of 
the cell, and loss of function or control, may have 
their place in the development of cancer, the chem- 
ical environment, however developed, is undoubtedly 
a most important stimulating force. The cells of 
youth are resistant to cancer, but if once affected, 
the softer tissue and better lymphatic and vascular 
circulation render growth and metastasis more 
serious. 

From the clinical standpoint great progress is 
being made in attacking the cancer problem. A 
higher percentage of early operations, more radical 
operations, and marked progress in roentgen-ray 
and — treatment account for the improved end- 
results. 

The action of the roentgen and radium rays on the 
malignant cell is identical, provided the wave- 
lengths are equal. In the treatment of malignancy, 
especially in the cavities of the body, radiation ther- 
apy is most effective when radium is applied directly 
to the tumor and the roentgen ray applied to the 
possible regional and deep metastatic areas. The 
action of the ray causes a complex physiochemical 
change in which the cell becomes oedematous, the 
nuclear substance fragments, and finally all powers 
of cell regeneration are lost. The débris is then car- 
ried away by phagocytosis and replaced by connec- 
tive tissue. When vascularity is one of the features 


of the condition, radium is most excellent. The end- 
result of both roentgen-ray and radium therapy is 
the development of fibrosis, which often changes the 
type of malignancy. 

From the standpoint of the pathologist, most im- 
portant advances have been made. The immediate 
frozen section gives a true picture of the disease with- 
out chemical or embalming changes of tissue. Re- 
sistance to the growth is shown by lymphatic in- 
filtration and round-cell activity, which indicates the 
development of fibrosis. On the other hand there 
may be no evidence of fibrosis, but rather a very 
active cellular growth with proliferation, a most 
serious type, especially if operation is not performed 
before the lymphatics are involved. The probability 
of the cure of cancer can be largely foretold by the 
pathologist and depends in large measure upon the 
presence or absence of fibrosis. 

In the Mayo Clinic the late results following opera- 
tion for cancer have been found to tally very largely 
with the cell evidence. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Ten Broeck, C., and Bauer, J. H.: The Tetanus 
Bacillus as an Intestinal Saprophyte in Man. 
J. Exper. M., 1922, xxxvi, 261. 


It is a well-recognized fact that bacillus tetani is 
widely distributed in nature, but the réle of man as 
a carrier of this organism has received little atten- 
tion. In the literature it has been repeatedly stated 
that man may carry the tetanus bacillus in his diges- 
tive tract. The statement is based apparently in 
each instance on the work of some other investigator 
than the author of the article and on the fact that 
this hypothesis offers the best explanation for cer- 
tain idiopathic cases of tetanus and the cases fol- 
lowing typhoid fever, dysentery, and hemorrhoid 
operations. 

The case which first interested the authors was 
one in which the source of the infection seemed to be 
a fecal contamination of a bed-sore. In this article 
they report the results of the examination of the 
faeces of seventy-eight persons and present evidence 
which seems to indicate that in some persons tetanus 
bacilli are normal inhabitants of the intestinal tract. 
With one exception, their examinations were made on 
the faces of male Chinese who live in more intimate 
contact with the soil than the average European 
or American; therefore their findings may not be 
duplicated in the Occident. 

It was often very difficult to obtain the organisms 
in pure culture though they were plated repeatedly. 
Accordingly it is evident that there are organisms 
which interfere with the production of tetanus toxin 
or destroy it and that the injection of mixed cultures 
is not a reliable method for the detection of tetanus 
bacilli. 

The authors examined forty-three stools of 
patients in the hospital and obtained tetanus bacilli 
from eleven (25.6 per cent). A few months later 
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they examined thirty-five stools and isolated tetanus 
bacilli from sixteen (45.7 per cent). In all, they 
examined seventy-eight stools and obtained organ- 
isms which in their morphology and toxin-producing 
properties were tetanus bacilli from 34.7 per cent. 
While the results might indicate that carriers of 
tetanus bacilli are more numerous at certain seasons 
of the year, the authors believe that the higher per- 
centage of positive cases in the last group examined 
by them was due to the fact that they were more 
expert in the examination. 

They do not report the methods used in detecting 
the tetanus bacilli in mixed cultures, but state 
that the only reliable method is the isolation of the 
bacillus and the demonstration that the culture 
forms a spasm-producing toxin which is neutralized 
by tetanus antitoxin. The injection of mixed cul- 
tures gives uncertain results, for while tetanus bacilli 
may be present, other organisms may interfere 
with the production of toxin. From the results ob- 
tained it is concluded that man plays a large réle in 
the distribution of the bacillus. 

It is difficult to state just how these large numbers 
of tetanus carriers influence the case incidence of 
tetanus. The authors have been unable to obtain 
a record of tetanus following typhoid fever or dysen- 
tery, though these diseases are extremely common. 
They have seen one case of tetanus following a fall 
which ruptured the intestine but did not produce 
an external injury. It is evident, however, that 
foreign physicians in China see in adults very little 
tetanus due directly or indirectly to an intestinal 
infection. 

While the authors have no accurate statistics, it is 
their belief that tetanus neonatorum is extremely 
common. One investigator, in questioning hospital 
patients as to their history, found that of 8,468 
children born, 61 per cent died of convulsions or 
madness. It is quite probable that many of these 
deaths were due to tetanus, the infection coming 
from the filthy dressings used on the cord. The fig- 
ures are only approximate but they give some indica- 
tion of the great loss of life which is associated, at 
least in part, with the spreading of tetanus bacilli 
by man. 

The following conclusions are drawn from the 
experiments: 

1. The only reliable method for the detection of 
tetanus bacilli is the culturing of the suspected 
material, the isolation of tetanus-like organisms, 
and the demonstration that pure cultures form a 
spasm-producing toxin which is neutralized by 
tetanus antitoxin. 

2. This method demonstrated tetanus bacilli 
in 34.7 per cent of stools from seventy-eight persons 
living in Pekin. 

3. The tetanus bacillus may be present in the di- 
gestive tract of persons who have been on a prac- 
tically sterile diet for a period of a month or more, 
and one person may eliminate several million spores 
of_tetanus bacilli in a single stool. 

Georce E. Bermsy, M_D. 


ROENTGENOLOGY AND RADIUM THERAPY 


Steinegger, A.: The New Roentgen Universal-£x- 
posure Table of Fiedler (Neuer Roentgen Univer- 
sal-Aufnahmetisch nach Fiedler). Schweiz. nied, 
Wehnschr., 1922, lii, 682. 


The author recommends a table for the taking of 
X-ray plates which was designed by Fiedler, an 
engineer of Zurich, and is extremely useful because 
of its simplicity and adaptability. It is a solidly built 
table without a separate tube stand. Under its 
plate (canvas frame) of two parts which are easily 
movable in the longitudinal and transverse direc- 
tions is the cabinet for the lower tube which is also 
movable in both directions and connected with the 
upper stand rod. In addition to the upper tube box 
with lead glass windows this has a pivoting arm 
which is movable up and down and carries a frame 
to hold the fluoroscope. 

The apparatus can be used as a trochoscope; for 
exposures and transilluminations from below; for 
the accurate vertical centering of a part in the plate; 
for vertical and oblique exposures from above down- 
ward and accurate counter-exposure; for exposures 
and transilluminations of the standing patient; 
for two superimposed vertical exposures on the 
patient in the recumbent posture; for stereoscopic 
exposures with displacement and obliquity of the 
upper tube; and for the accurate localization of 
foreign bodies. HorrMann (Z). 


Nichols, B. H.: The Roentgen Diagnosis of the 
More Important Tumors of the Long Bones. 
Surg., Gynec. & Obst., 1922, XXxv, 301. 

The first impression gained from the observation 
of a roentgenogram of a bone tumor is simply one of 
bone destruction, of bone production, or of both, but 
many other aspects should be considered also, such 
as the location of the tumor, the condition of the 
cortex of the bone, the age and sex of the patient, the 
invasion of the soft parts, the point of origin of the 
tumor, the character of the destruction, and whether 
there are single or multiple lesions. In order to 
interpret the value of these observations it is best to 
classify bone tumors into four major divisions accord- 
ing to: (1) whether they are of medullar or cortical 
origin; (2) whether or not they are characterized by 
bone production, by bone destruction, or both; 
(3) whether the cortex has been expanded or de- 
stroyed; and (4) whether the tumor is invasive or non- 
invasive. The various bone tumors belonging to one 
or more of these divisions are enumerated. 

The pathologic characteristics of the more impor- 
tant bone tumors are given as follows: 

Round-cell sarcoma is medullary in origin, con- 
tains no new bone, and causes marked destruction in 
all directions. It breaks through the cortex of the 
bone and invades the soft tissues. This tumor may 
be found anywhere in bone but is usually seen in the 
ends of the long bones. It will not cross a joint. It 
is unaccompanied by new-bone production, and 
occurs most often before the thirtieth vear of age. 
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Spindle-cell sarcoma presents most of the charac- 
teristics of round-cell sarcoma, but is less invasive, 
the roentgenogram suggesting some limitation, 
especially in the medullary canal where a slightly 
denser area appears at the periphery of the growth. 
This tumor does not metastasize as readily as the 
round-cell sarcoma. 

Periosteal sarcoma is characterized by new-bone 
production laid down in striae which are perpendic- 
ular to the shaft. The deposit of new bone is entirely 
in the soft tissues and does not reach the bone 
proper. The cortex may be destroyed later in the 
disease. This tumor is seen most often before the 
thirtieth year of age and, like all malignant tum- 
ors, is invasive. 

Osteosarcoma is usually cortical in origin. Bone 
production is pronounced. As in periosteal sarcoma, 
the new bone is deposited in stria perpendicular to 
the shaft but, unlike the latter, is found within the 
tumor as well as in the invaded soft tissues. In 
general, the degree of malignancy may be determined 
to a considerable extent by the amount of new-bone 
formation; the more malignant the type the more 
rapid the growth and the more limited the bone 
formation. Bone destruction is seen early; the cortex 
is destroyed and the medullary canal invaded. 

Bone carcinoma is always metastatic and of med- 
ullary origin. Asa rule it is seen at the middle of the 
bone at the nutrient foramen. There is only bone de- 
struction, no bone production. The tumor never 
involves a joint and is seldom found below the 
elbows or knees. It is essentially a disease of the later 
period of life. 

Myeloma is a true bone tumor. Several tumors of 
this type may occur simultaneously at different 
locations in the osseous system. They are always 
medullary in origin. They give first the appearance 
of expansion and later of destruction of the cortex. 

Giant-cell sarcoma is classified with the benign 
tumors. It is usually medullary in origin and found 
in the ends of long bones. It does not produce new 
bone in its growth, but shows marked bone destruc- 
tion. The cortex is intact, but expanded. The 
growth is multilocular, usually occurs after middle 
life, and does not metastasize. 

Bone cysts are medullary in origin and produce 
marked bone destruction. They tend to extend up 
and down the medullary canal, expanding, and at 
the same time, thinning out, the cortex, so that they 
present a cylindrical contour and often cause path- 
ologic fracture. They are usually multilocular, are 
found in the ends of long bones, and occur in early 
life. According to the author’s experience, they are 
always single. 

Fibromata destroy bone, are medullary in origin, 
and occur as single tumors. They thin out the cortex 
hut do not destroy it. No new bone is formed, and 
the cortex does not expand. The tumors show one 
single area of destruction and are not multilocular. 

Chondro-osteoma and osteochondroma present 
cither a preponderance of cartilage over bone or of 
hone over cartilage. They are either medullary or 


cortical in origin. They produce bone destruction 
with expansion of the cortex so that a cylindrical 
tumor results. They are usually multiple. Both 
bone destruction and bone production are present. 

Osteomata are cortical in origin and show marked 
bone production without bone destruction. They 
extend directly from the shaft or the body of the 
bone. They do not invade the tissues but push 
them aside. 

Exostoses are bony growths from the cortex ex- 
tending out from the body of the bone and pointing 
away from the nearest epiphysis. They are long and 
narrow and may have an osteoma on the end. 

Brief descriptions are given also of such conditions 
as ossifying hematomata, myositis ossificans, tuber- 
culosis of bone, syphilis, and other types of osteo- 
myelitis in which the roentgen picture may suggest a 
bone tumor. Points differentiating them from the 
tumors they resemble are enumerated. 

Hartunec, M.D. 


Crane, A. W.: The Roentgenological Aspects of 
Achylia Gastrica. Am. J. Roentgenol., 1922, n.s. 
ix, 

The material which forms the basis of the author’s 
study was approximately 1,000 cases in which, with 
few exceptions, the stomach contents were obtained 
in five or six fractions at fifteen-minute intervals, 
beginning one-half hour after an Ewald test meal. 

The importance of achylia gastrica to the roent- 
genologist lies in: (1) its frequency in cases of gas- 
tro-intestinal pathology; (2) its association with ab- 
dominal pain; (3) its association with intestinal dis- 
turbances; and (4) its influence on the interpretation 
of roentgen-ray signs. 

As regards the frequency of achylia gastrica 
Crane states that it was found in 12.6 per cent of 
the entire series of cases. In none of these cases was 
ulcer diagnosticated or found later by examination 
or at operation or autopsy. The author grants that 
the two conditions may occur simultaneously but he 
believes that this is exceedingly rare. 

Pain was frequently associated with achylia but 
its source was often difficult to find and sometimes 
inexplicable. In many of the cases it was traceable 
to associated lesions such as gastric cancer, gastric 
syphilis, gall-bladder pathology, pericolic adhesions, 
mucous colitis, or spondylitis deformans. The diver- 
sity of causes of pain and the number of cases of 
achylia without pain suggest that the achylia itself 
may not be responsible. 

The association of achylia with diarrhoea has been 
emphasized by various authors. In Crane’s series 
of 158 cases diarrhoea was present in twelve. Mu- 
cous colitis was found only twice. The rapid expul- 
sion of the barium meal with intestinal hypermo- 
tility may thus find a rational explanation if the 
roentgenologist is enabled to interpret his roentgen- 
ray findings in conjunction with the laboratory sheet. 

The difference in the interpretation of the roent- 
gen-ray signs according to whether achylia is present 
or absent is most strikingly illustrated in cases with 
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the syndrome of duodenal ulcer. The duodenal ulcer 
and the achylia type of gastric peristalsis may often 
be indistinguishable. Very commonly four or five 
peristaltic contractions may be simultaneous. This, 
in connection with the rapid expulsion of stomach 
contents and the often incomplete filling of the 
duodenal bulb due to the rapid passage of the ba- 
rium, may appear to give the syndrome and the bul- 
bar deformity of ulcer of the duodenum. If the 
stomach contents show a total absence of free hydro- 
chloric acid, the roentgenologist should never make 
the diagnosis of duodenal ulcer without doubly 
proving the persistence of a characteristic deformity 
of the duodenal bulb and then excluding adhesions, 
pressure, and reflex spasm as causes of the deformity. 

Gastric cancer and gastric syphilis may both be 
associated with achylia, the roentgen signs being in- 
distinguishable. Pernicious anemia and cancer may 
show a striking similarity in the blood picture, and 
both may be associated with abdominal pain, weak- 
ness, and achylia, but a knowledge of the achylia 
type of gastric peristalsis will very effectively con- 
firm the absence of a filling defect and give added 
assurance to the roentgen-ray interpretation. 

In conclusion the author states that achylia is 
associated with such an extraordinary range of path- 
ologic conditions that conclusions regarding it must 
be based only on very large series of cases. Because 
of the frequency of achylia in persons over 50 years 
of age it is probably confused with many pathologic 
conditions not related to it. The author therefore 
claims nothing for his figures except that they 
show in a general way his personal experience regard- 
ing the roentgenological aspects of this interesting 
secretory disorder of the stomach. 

Hartunec, M.D. 


Delherm, Laquerriére, and Morel-Kahn: A New 
Method for the Roentgenological Exploration 
of the Kidney—Pneumoperinephros (Sur un 
nouveau procédé d’exploration radiologique du rein; 
le pneumo-périnéphros). J. de radiol. et délectrol., 
1922, Vi, 369. 

The authors refer to the method of pneumo-kidney 
introduced by Carelli and Sordelli of Buenos Aires 
in 1921. This method has lost favor because many 
who tried it did not obtain the results reported by 
its originators or met with accidents in its use. The 
authors, however, have used it successfully, with 
slight modifications, in more than sixty cases. They 
insert the needle over the second lumbar process as 
in the original method but direct it more outward 
and downward. It thus traverses the thick trans- 
verso-costal ligament of Henle and is kept away 
from the mediastinum and the fatty cellular tissue 
surrounding the arteries and veins. Oxygen or car- 
bon dioxide is then injected. From 300 to 350 c.cm. 
of oxygen is sufficient but a greater quantity of 
carbon dioxide is necessary. 

The authors report eight typical cases of pneumo- 
perinephros exploration. The method is indicated 
when the classical methods of exploring the kidney 


region have failed, and is of great value when there 
is close co-operation between physician, surgeon, 
pathologist, and roentgenologist. W. A. ERENNAN. 


Rothbart, L.: The Treatment of Frostbite with the 
Roentgen Ray (Kasuistischer Beitrag zur Roent- 
genbehandlung der Frostbeulen). Fortschr. a. d. Geb. 
d. Roentgenstr., 1922 Xxix, 366. 


The treatment of frostbite with the roentgen ray 
was reported in the German literature during the 
early years of the war, but was later forgotten. 
Holzknecht speaks of a long-continued effect on the 
blood vessels. This must be due to direct action on 
the vasomotor system or indirect action on the cir- 
culation through an increase in the internal secre- 
tory activity of the connective tissue. 

In twenty-six of twenty-seven cases treated by | 
Rothbart a subjective or objective cure, or at least 
great improvement, was obtained. The hard thera- 
peutic ray is filtered through 1 or 2 mm. of alumi- 
nium. According to Holzknecht, prophylactic irra- 
diation given in the autumn will prevent the de- 
velopment of chilblains during the winter. 

aver (Z). 


Technical and Clinical Aspects of the 
Am. J. Roent- 


Case, J. T.: 
New Deep Roentgenotherapy. 
genol., 1922, N.S. ix, 530. 


The term ‘‘new” deep roentgenotherapy refers 
more particularly to the application of shorter wave- 
length radiation. It is further justified by the wealth 
of new information concerning the physical and 
biological factors underlying the principles of ther- 
apeutic roentgen-ray applications, especially the 
behavior of scattered radiation, which for the first 
time in the history of roentgenology permits the 
assurance of a reasonable degree of precision in 
dosage. Emphasis is laid upon the necessity of 
knowing the approximate wave-length of the rays 
available, of understanding the rationale of filtration, 
choice of size and number of fields, and the target- 
skin distance from which the application is made. 
It is assumed that there is agreement as to the ration- 
ality of employing a combination of radium and 
roentgen-ray therapy wherever the situation of the 
pathologic lesion makes this possible. Only the 
treatment of malignancy is considered at any length 
in this article. 

As regards the selection of cases for deep therapy, 
it is probably wise to exclude, at least for the present. 
those patients whose malignancy has progressed to 
the stage of advanced cachexia and utter hopeless- 
ness, with extensive metastases in the bones, the 
liver, or the lungs. In such cases the application of 
the massive doses involved in the new method woul! 
very probably hasten the inevitable, and thus tend 
to bring unfair discredit upon the radiologist. As 
regards distinctly operable cases, the author holds 
with the majority that the treatment of choice is 
operation combined with such radiation as may see!) 
appropriate. In his estimation, pre-operative ra- 
diation is of even greater importance than post 
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operative, the irradiated cells being in such degree 
and manner influenced by this treatment that there 
is certainly less danger of transplantation during the 
surgical interference. 

Preparation is just as advisable when deep roent- 
genotherapy is to be administered in massive doses 
at a single séance as when a major surgical proce- 
dure is to be followed. Preliminary rest in bed, atten- 
tion to eliminative processes, dietary regulation, 
blood and urine examinations, and even a blood 
transfusion (if it is the type of case in which such a 
procedure would be considered before a surgical 
operation) are essential. Plenty of fluid should be 
administered by mouth, and if necessary, by enema 
or intravenous injection. Lactose or glucose with 
alkalies may be added to the liquid to advantage. 
The patient should come to the treatment room with 
an empty stomach. Morphine administered hy- 
podermically just previously lessens the tendency to 
nausea and vomiting and quiets the patient during 
the tedious and often uncomfortable treatment. 

Before beginning the radiation a definite plan 
should be worked out so that all parts of the lesion 
may be given the desired amount through the most 
suitable ports of entry. Charts prepared by Des- 
sauer and by Holfelder present the best available 
means of planning the fields and the percentage of 
the skin erythema dose to be administered through 
each one. The principles of “carcinoma” or ‘‘sar- 
coma” doses as laid down by Seitz and Wintz are 
considered by the author as the best basis of pro- 
cedure. The object of attack is to deliver to the 
zone under fire approximately 120 per cent of a skin 
erythema dose for carcinoma, and 7o per cent of the 
skin dose for sarcoma, this dose to consist of homo- 
geneous radiation equally distributed at one sitting 
to all the pathologic or suspected tissues. In the 
author’s practice, the dose is seldom delivered in 
one day, but more often is given within two or three 
consecutive days, with an added day for the radium 
application. 

As regards the technique of application, Case 
states that in the treatment of uterine carcinoma 
four areas are irradiated in addition to the intra- 
uterine and vaginal radium treatment. The pro- 
portion of the skin erythema dose given through each 
of the four portals of roentgen-ray treatment de- 
pends upon the distribution of the lesion and the 
external measurements of the pelvis. A filter of 1 
mm. of copper is used. In pelvic work a target-skin 
distance of 50 cm. is maintained. For the treatment 
of breast, neck, jaw, and face malignancy a target- 
skin distance of 75 cm. is preferable to a shorter 
distance. With the author’s technique it requires 
Soo ma. minutes, working at 200 kv., with 8 ma. 
through the tube, at a 50-cm. target-skin distance, 
with the filter and fields mentioned, to produce a 
mild erythema on the skin of the neck. It is impor- 
tant to complete the introduction of the entire dose 
within the shortest reasonable time There is little 
likelihood of accomplishing as much toward the 
destruction of the disease at any subsequent attack 


as at the first one. The techniques employed at 
Freiburg and at Erlangen are described at some 
length. 

Although the dosage may be checked up by some 
method of ionometry, the individual installation 
under the peculiar working conditions of each lab- 
oratory will become standardized, and chief depend- 
ence will be placed on the reproduction of the six 
physical factors (voltage, milliamperage through 
the tube, time of application, filter, target-skin 
distance, and size of field of entry) rather than upon 
the electroscopic readings. 

As regards the protection of the patient, Case 
states that the tube enclosure is not considered 
sufficient. The patient is covered with protective 
material except for the opening through which he is 
being treated. Lead or lead-rubber is used and is 
grounded. 

Among the immediate effects of treatment, nausea 
and vomiting were frequently noted. When glands 
of the neck, axilla, or groin were treated, swelling 
and reddening of the area promptly followed but the 
swelling disappeared in from twelve to twenty-four 
hours. In general, a primary blush or reddening of 
the skin was noted which lasted one or two days and 
was followed in a week or ten days by the deeper 
reddening of the erythema dose. The reddening 
gradually faded and was subsequently replaced by 
a brown discoloration of the skin. Following inten- 
sive radiation to the chest or neck, patients frequent- 
ly complained of temporary dysphagia, dyspnoea, 
a dry cough, disturbance of the voice at times ap- 
proaching aphonia, pharyngeal irritation simulating 
pharyngitis or tonsillitis, and oedematous reddening 
of the uvula, pillars, and pharynx, but these con- 
ditions usually passed away in four to ten days. 

The author has not observed any permanent 
deleterious effect upon the blood count resulting 
from the massive doses. Only slight temporary 
changes in the red and white counts were noted. In 
a limited number of observations the blood sugar 
was moderately lowered and the blood nitrogen 
slightly elevated. No marked constant change in 
the coagulation time of the blood was observed. The 
diminished blood sugar can be explained easily by 
the lessened alimentary intake during and imme- 
diately following the treatment. 

Rectal and bladder tenesmus were fairly constant 
sequel of pelvic irradiation in massive doses. The 
daily bowel movements begin to increase in number 
on about the third day, reaching ten to fifteen in 
twenty-four hours by the eighth or ninth day and 
then gradually returning to normal at about the 
same rate. 

Roentgen intoxication is one of the less serious 


complications of the newer deep therapy, though it | 


stands out as one of the most disturbing to the 
patient. Headache, nausea, vomiting, and weakness 
are fairly common but fortunately are transient, 
usually disappearing within forty-eight hours. 
When repeated treatments are indicated they 
should be separated by an interval of from six to 
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twelve weeks. In no instance were more than three 
massive applications given. In several of the cases 
a herpetiform skin eruption followed the treatment 
within a week or two but no late damage of the skin 
was noted in any instance. 

The immediate effect upon the disease has been 
very encouraging. In a given series of consecutive 
cases (excluding those in which cachexia was present) 
the occurrence of prompt improvement was rela- 
tively increased. Pain was usually relieved, bloody 
and purulent discharges were decreased or disap- 
peared, and the general condition was improved. 
While some cases responded no better than before, 
it is generally agreed that palliation appeared more 
promptly in a large percentage. In a few, the vis- 
ible evidences of the disease disappeared. German 
roentgenologists, who have been giving this treat- 
ment for four or five years, have small series of 
patients now alive three years after such treatment 
given with what they considered nearly ideal tech- 
nique. 

In conclusion the author states that the reports of 
clinical results by European roentgenologists should 
be accepted with considerable reserve, but the 
enormous fund of information concerning the physi- 
cal and biological basis of deep therapy furnished by 
them and by American investigators, which will 
permit most intelligent use of the shorter wave- 
length roentgen radiation, should be gratefully wel- 
comed. A definite advance has been made in deep 
radiotherapy. Unprecedented good results of at 
least temporary duration are being obtained more 
constantly in a larger percentage of cases. Radium 
therapy will be more than ever successful in gyn- 
ecological malignancy when combined with the 
intelligent application of the new, more penetrating 
roentgen rays which, by their adaptability to conver- 
sion into practically homogeneous radiation, will 
supplement the internal use of radium to reach the 
lymphatic lines along which extension of the malig- 
nant disease occurs. Hartunc, M.D. 


Martin, C. L., and Uhler,C.: Roentgenotherapy of 
the Intracranial Passages Following Spinal Air 
Injections. Am. J. Roentgenol., 1922, n. Ss. ix, 543. 


As more accurate methods for the diagnosis of 
intracranial disease are urgently needed, every 
reasonably safe procedure should be given a fair 
trial. The injection of air into the subarachnoid 
space and ventricular system as advocated by Dandy 
offers wonderful possibilities. The authors have had 
the opportunity to examine fourteen cases in this 
manner during the past year. On the whole, their 
results have been very satisfactory and they have 
had no mishaps. 

The technique used was essentially that recom- 
mended by Dandy. The examination causes dis- 
comfort, but the information obtained often far 
outweighs the importance of the symptoms pro- 
duced. Headache followed each injection. At times 
it was quite severe but it always disappeared within 
twenty-four hours. In a few cases pain developed 
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in the back or in a leg during the injection, possil)ly 
because nerve filaments became caught in the needle. 
This pain also was usually transient. Eight of the 
patients remained in the hospital for twenty-four 
hours or longer and their pulse and temperatures 
were charted. A variable rise of temperature was 
noted which probably had some relation to a dis- 
turbance in pressure on the heat center. No at- 
tempt was made to study the absorption of the 
injected air except in one case. In this instance a 
small amount remained in the lateral ventricles at 
the end of six days, but none of the other injected 
structures could be made out. 

The most important contra-indication to the 
method is a brain tumor in the posterior fossa. 
When there is any question regarding the presence of 
such a condition, a ventricular puncture should be 
done first through a small trephine opening to equal- 
ize the pressure on the two sides of the medulla. 
Infections and hemorrhagic conditions have also 
been mentioned as contra-indications. The method 
appears to be of the greatest value in the study of 
cases of hydrocephalus in which it is of importance 
definitely to locate the point of obstruction. 

To facilitate the study of the details of the intra- 
cranial passages a description of the cerebrospina! 
fluid circulatory system is given and several roent- 
genograms of normal brains are discussed. If an 
obstruction occurs in one of the narrow passages, 
that is, in the aqueduct of Sylvius or the foramina of 
Luschka and Magendie, a dilatation of the third and 
lateral ventricles results from back-pressure. This 
condition is called internal hydrocephalus. If the 
obstruction occurs in the basilar cisterns or the 
branches of the cerebral sulci, as often happens fol- 
lowing meningitis, a dilatation of all the ventricles is 
apt to occur, a condition designated as communicat- 
ing hydrocephalus. 

It is Dandy’s opinion that normal sulci always 
fill, and that the absence of such filling indicates « 
blocking of either the basilar cisterns or the sulci 
themselves. In the authors’ series of fourteen cases 
the sulci were well filled only four times, whereas the 
ventricles were filled ten times. In four cases there 
was questionable filling of a few of the sulci. Since 
the ventricles appeared normal in most of the cases 
in which the sulci did not fill, hydrocephalus was 
probably absent. They do not feel, therefore, that 
a failure of the sulci to fill always indicates a blocking 
of these structures. 

Several cases in the series were considered deti- 
nitely pathologic. Three of these are cited briefly 
together with their roentgenograms. Case 1, that 
of a child of 3 years, was considered a case of hydro 
cephalus of the communicating type. It seemed 
possible that there was a blocking in the basilar 
cisterns, possibly due to meningitis. Case 2 was a 
similar case, that of a man of 31 years. The con- 
dition was probably the result of meningitis causing 
occlusion of a large number of sulci. In the thir: 
case a Clinical diagnosis of midbrain tumor, probably 
arising in the quadrigeminal bodies, was made. The 
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roentgenogram suggested an obstruction in the 
aqueduct of Sylvius. 

In conclusion, the following summary is appended: 

Injection of the subarachnoid space with air ap- 
pears to be a relatively safe procedure when the 
cases are properly selected. The after-effects of the 
injection are not serious. The proper interpretation 
of roentgenograms of the skull made following such 
injections should aid materially in improving the 
mortality statistics of brain surgery. 

ApotpH Hartune, M.D. 


Sampson, C. M.: The Ultraviolet and X-Ray as 
Physiological Complements in Therapeusis: 
A Newly Established Clinical Treatment. Am. 
J. Roentgenol., 1922, n.s. ix, 570. 


About three years ago the author began clinical 
experimentation with a view to increasing skin 
tolerance to the X-ray and finding some method to 
prevent or overcome the undesirable sequela of mas- 
sive dosage. Proof as to how ultraviolet light anti- 
dotes any of these effects or may operate in breaking 
up the cycle of changes following massive dosage 
could be given only clinically even if our knowledge 
of the action of the actinic rays were very much 
more exact. 

By means of rapidly repeated erythema doses of 
the actinic ray an area of skin may soon be brought 
to such a condition that about fifty times the orig- 
inal dermatitis dose of this ray will be necessary to 
produce even the mildest erythema. This increased 
tolerance of the skin is not confined to the action of 
the actinic rays alone, but includes also, to a less 
degree, the roentgen rays. Whether it is due solely 
to the tanning produced or to a decrease in irrita- 
bility due to the repeated inflammatory reactions, or 
whether the blood-chemistry changes following the 
application of the ultraviolet light have an antidot- 
ing or damping effect upon the cycle of tissue changes 
set up by massive roentgen-ray dosage, cannot be 
stated. Clinical evidence seems to show that all 
three factors have a part. Surfaces tanned grad- 
ually by exposure to sunlight or weak applications 
of the actinic rays not causing noticeable erythema 
show a slightly increased tolerance to roentgen-ray 
dosage, but this increase is much less than that caused 
by repeated heavy erythemas rapidly produced by 
the quartz mercury burner. Increased tolerance 
seems to follow whether the surface tans or not, but 
possibly is not as great when tanning does not occur. 

The conjoint use of the ultraviolet and the roent- 
gen ray was suggested to the author by a compar- 
ative study of their local and general effects and by 
the ease with which a beginning roentgen-ray der- 
matitis could be cut short and, clinically at least, 
cleared up by vigorous actinotherapy. Although 
he was cautioned by prominent roentgen therapists 
against superimposing an actinic erythema upon a 
skin that had already received a dermatitis dose of 
the roentgen rays, he has been doing it for a number 
of years without causing a single depilation or symp- 
toms which would indicate that a dermatitis had 


occurred, and has greatly exceeded dosages which, 
before the use of this method, produced dermatitis 
regularly. These well-meant cautions, however, 
caused him to treat a few hopeless cases first and 
wait for months before increasing the dosage proved 
safe in those cases. 

The technique consists in preparing the skin area 
to be treated by the roentgen rays by a series of 
actinic-ray erythemas produced in rapid succession 
and repeated until heavy tanning takes place or, 
in case the subject does not tan, for approximately 
four weeks, general ultraviolet radiations (not neces- 
sarily so severe, but as strong as comfort will allow) 
being given at the same time for the constitutional 
effect. When it is decided that the area is prepared 
sufficiently, the last actinic erythema is allowed to 
fade out and the roentgen-ray treatment then given. 
On the same day, but after the roentgen-ray treat- 
ment, at least as much ultraviolet radiation is ap- 
plied to the area treated with the roentgen rays as 
was given at the last previous ultraviolet treatment. 
The general ultraviolet exposures are also kept up. 
The application of the ultraviolet ray is repeated in 
the same or slightly increased dosage over the roent- 
gen-treated area about every forty-eight or seventy- 
two hours, as indicated by the actinic reaction, until 
that area has had at least three good actinic expo- 
sures. Then all actinic erythema is allowed to die 
out so that if a roentgen erythema appears later it 
can be detected. In practice, a small central area is 
covered after two or three actinic treatments, and 
the ultraviolet-ray applications are applied to all the 
rest of the area for a period of three weeks, the small 
covered area being used as a control for the roent- 
gen-ray erythema. 

Several cases are cited in detail in which the treat- 
ment described was used with good effect. Massive 
doses in excess of ordinary erythema doses were 
given without the production of an erythema. 

In conclusion the author states that the chief pur- 
pose of this clinical research was to point out that 
ultraviolet and roentgen-ray radiations are physio- 
logical complements. The one may be used in sym- 
biosis with the other. That is, the ultraviolet ray 
applied first renders the area more resistant to sub- 
sequent radiation with the roentgen ray. The 
roentgen rays applied first may produce a derma- 
tological change injurious to the organism, but the 
effects of that injury can be alleviated or entirely 
neutralized by applying ultraviolet radiation second- 
arily. The ultraviolet ray therefore greatly extends 
the previous limits of roentgen-ray efficacy in the 
treatment of disease. Har: unc, M.D. 


Pendergrass, E. P., Hayman, J. M., Jr., Houser, 
K. M., and Rambo, V. C.: The Effect of Ra- 
dium on the Normal Tissues of the Brain and 
Spinal Cord of Dogs, and Its Therapeutic 
Application. Am. J. Roentgenol., 1922, n. s. ix, 
553- 


The authors describe at some length the experi- 
mental work done by others to determine the effects 
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of radium upon the tissues of the central nervous 
system. They report also their own experiments 
upon dogs, in which they used both surface appli- 
cations and implantation and noted the clinical 
symptoms, gross effects, and microscopic pictures 
produced by various doses applied to the brain and 
spinal cord. Consideration is given to the general 
effects of radium, the manifest toxemia, and finally 
to certain findings which may throw light on the 
nature of the general effects observed. 

The results of their experiments are summarized 
as follows: 

1. An exposure of the normal brain tissue up to 
1,150 mgm.-hrs. is compatible with life (surface ap- 
plication). 

2. The results on the cord, however, would in- 
dicate that vital areas of the brain as well as of the 
cord should never be exposed to surface application 
or implantation. 

3. Microscopic studies indicate that considerable 
change is to be found with exposures that cause no 
clinical symptoms. 

4. After exposure of 1,000 mgm.-hrs. the brain 
shows a general swelling throughout the entire 
radiated hemisphere. This must be ascribed to the 
production of an oedema which is not limited to the 
radiated area, but extends throughout the entire 
hemisphere. 

5. Radiation of the brain with radium (surface 
application and implantation) may cause severe 
general symptoms which indicate that a powerful 
toxin has been formed from the radiated tissue. 

6. The effect of radium is due to a two-fold 
action: an effect upon the nucleus and cytoplasm of 
the cell and the resultant death of the cell under 
conditions favoring autolysis. The direction of this 


autolysis is determined by the chief component of 
the radiated cells. If this is protein, the toxic prod- 
ucts of proteolysis may exhibit their general etiect. 
If the chief component is lipoid compounds, the 
resultant autolysis may free the toxic components of 
lecithin and produce their characteristic reactions. 

7. The use of radium is recommended for the 
treatment of brain tumors but should be undertaken 
only by one who is thoroughly familiar with the 
dangers that may result from its improper use. 

8. The findings of the experiments on dogs are 
applicable to human beings since it is not the de- 
struction of brain tissue that causes death, but some 
toxemia. In the application of radium to the treat- 
ment of malignant tumors of the brain of man the 
normal brain tissue should not receive more than 
1,150 mgm.-hrs. 

In conclusion the authors state that radium is to 
be recommended as a prophylactic against recur- 
rence following the removal of a brain tumor and 
after sella decompression, and as an active agent in 
the treatment of cases of recurrent visual disturb- 
ances following sella decompression. In cases of 
inoperable tumors it gives good results when im- 
planted into the growth and supplemented by cross- 
fire radiation through the scalp (external application). 
When a brain tumor is only partially removed, it 
should be implanted in the center of the cavity and 
supplemented by external crossfire radiation. When 
a brain tumor cannot be localized or discovered by 
operation radium may be used for external crossfire 
radiation. The treatment of spinal-cord tumors 
should be restricted to crossfire radiation by the 
roentgen ray or radium, as in surface application 
there is great danger of causing paralysis. 

Hartunec, M.D. 
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GYNECOLOGY 


UTERUS 


Arnold, C. G.: Uterine Prolapse with Associated 
Pelvic Relaxation. Kentucky M.J., 1922, xx, 593. 


The uterus lies in mobile equilibrium between the 
bladder and the rectum, the cervix being about 1 in. 
from the union of the second and third sacral verte- 
brie, and the fundus toward the symphysis with its 
axis at about right angles to the vagina. The liga- 
ments are usually lax and merely limit the range of 
mobility. 

To correct uterine prolapse fix the upper end of 
the vagina and the cervix in the proper position, 
hold the fundus forward, and give sufficient perineal 
support. If a large cystocele is present the inter- 
position operation is best. When there is complete 
prolapse, the vaginal hysterectomy of C. H. Mayo 
with overlapping of the ligaments beneath the 
bladder and a high perineorrhaphy is indicated. 

R. E. Curistie, M.D. 


Vogt.: The Significance of Aneurisms of the 
Uterine Vessels As Indicated by an Arteriovenous 
Aneurism of the Uterine Artery and Vein 
Due to an Aerial Bomb Injury (Ueber die 
Bedeutung des Aneurysmas der Uteringefaesse 
nach der Beobachtung eines Aneurysma arterio- 
venosum der Arteria und Vena uterina infolge Flie- 
gerbombenverletzung). Arch. f. Gynack., 1922, cxvi, 
129. 

Aneurisms of the pelvic vessels are very rare, and 
no cases of aneurism of the uterine vessels have been 
reported in the literature. In the author’s case a 
swelling as large as a hen’s egg was palpable to 
the left of the uterus. Its median portion pulsated 
synchronously with the heart beat and caused bulg- 
ing of the anterior vaginal vault. The lateral por- 
tion, which extended up the pelvic wall, showed no 
pulsation. Following compression, both portions 
of the tumor soon refilled. Friction and a hum over 
the tumor were noted on palpation and auscultation 
and the same bruit was audible over the femoral and 
common iliac arteries up to the aorta. Complica- 
tions to be feared were an increase in size of the 
aneurism, compression and erosion of adjacent 
parts (particularly the ureter), adhesions, rupture of 
the aneurism with resultant severe haemorrhage, 
malignant degeneration of a latent infection, and 
embolism. 

\ prophylactic dose of tetanus antitoxin was given 
previous to the laparotomy. The operation, which 
was done under lumbar anesthesia, consisted in 
exposure of the left ureter throughout its entire 
pelvic course, ligation of the uterine artery close 
to its derivation from the hypogastric artery, total 
extirpation, and drainage of the cul-de-sac of 
Douglas through the vagina. The roentgenogram 


of the specimen revealed a fragment of the bomb in 
the uterus and another in the immediate vicinity 
: the aneurism. The latter had particularly sharp 
edges. 

The author states that evidently the bomb frag- 
ment entered the pelvis through the greater sciatic 
foramen. Following adhesion of the vessels injured 
by its passage the intima grew over the wound, a 
fistulous connection between the artery and vein 
being thus formed. 

In the differential diagnosis hematoma of the 
broad ligament, palpable pulsation of the uterine 
artery in retro-uterine hematocele, and cysts of 
Gartner’s ducts with apparent pulsation must be 
taken into consideration. Gracert (Z). 


Polak, J. O., Mittell, E. A., and McGrath, A. B.: 
What Is the Relation of Hypertension to Fi- 
broid Disease of the Uterus? Am. J.Obst.&Gynec., 
1922, iv, 227. 

The authors reach the following conclusions on 
the basis of 416 cases: 

1. The presence of fibroids of the uterus in young 
women causes no apparent effect on the blood pres- 
sure. 

2. Women with myomata who have a high pres- 
sure are usually over 40 years old, near the time of 
the climacteric, or have renal or cardiovascular dis- 
ease. 

3. The bleeding of fibroids seems to be salutary 
and has no direct effect on the blood pressure, but 
when it is suddenly checked by operation or radium 
the pressure rises temporarily. 

4. In women of 40 years or over the pressure is 
raised for a varying period following removal of the 
uterus and ovaries, but unless there is some inter- 
0 disease, it soon returns to the pre-operative 

evel. 

5. When the ovary or ovaries are preserved the 
operative climacteric is less stormy. 

6. The pressure and nervous phenomena are 
more pronounced after radium treatment than after 
operation. E. L. Cornett, M.D. 


Von Ortenberg, H.: The Indications for Total 
Ablation in Certain Cases of Rupture of the 
Uterus (Ueber die Indikation zur Totalexstirpation 
bei Uterusruptur in besonderen Faellen). Zentralbl. 
f. Gynaek., 1922, xlvi, 1070. 

A sextipara in the fifth month of pregnancy 
noticed a discharge of amniotic fluid without ex- 
ternal cause. A few days later a midwife introduced 
her hand “to remove the dead child.”’ With the 
exercise of considerable force she finally delivered 
the trunk and limbs of the foetus. The head and 
placenta she was unable to find. 
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At examination at the hospital the external os 
could be penetrated with two fingers; about 1 cm. 
above the os on the right side a large wound cavity 
was found. The uterus was empty, twice the size of 
a man’s fist, and soft. 

Laparotomy, performed at once, revealed on the 
right side, near the uterus, a tumor-like bulging of 
the broad ligament. The peritoneum was intact. 
Total ablation was done; the head of the foetus and 
the placenta were found between the folds of the 
broad ligament. Drainage was established through 
the vagina, the surface of the wound covered with 
peritoneum, and the abdomen sutured. Death 
occurred from cardiac weakness four days after 
the operation. There was no infection of the ab- 
dominal cavity. 

Total ablation of the uterus is indicated not only 
when there has been an injury of the peritoneum 
but also when there are large rents in the broad liga- 
ment with severe hemorrhage and expulsion of the 
uterine contents. (Z). 


Tuffier: Irradiation and Enucleation of Uterine 
Fibromata (Traitement des fibromes: irradiation 
and énucleation). Bull. Acad. de méd., Par., 1922. 
Ixxxvii, 599. 


In Tuffier’s opinion, the indications for conserv- 
ative operative treatment of uterine fibromata 
(enucleation) are more numerous than those for 
irradiation treatment. The principal arguments for 
this view are: (1) that a very large percentage 
of the women with fibroids are at the age of great- 
est sexual activity and radiation would cause steril- 
ity, and (2) a large number of fibromata are small. 
Recurrence following enucleation is amenable to 
irradiation without re-operation and in the mean- 
time sexual function is preserved. 

With a good technique, enucleation is no more 
dangerous than hysterectomy. Irradiation of uter- 
ine myomata should be employed only when oth- 
erwise a hysterectomy would be necessary. 

W. A. BRENNAN. 


Davis, L.: The End-Results of the Surgical Treat- 
ment of Carcinoma of the Cervix Uteri. Ann. 
Surg., 1922, Ixxvi, 395. 

Many surgeons have become so enthusiastic in the 
use of radium in cases of cancer of the cervix that 
they have entirely abandoned the radical operation. 
It is the author’s contention that, for the present, the 
operative treatment must still be regarded as the 
method of choice when it is possible because of its 
proven curative value and because we have not vet 
sufficient evidence that radium will give a lasting 
cure. 

In a report published in 1920 of thirty-five cases of 
radical hysterectomy, twenty-six from the records 
of the Massachusetts General Hospital, the mortality 
was given as 11.6 per cent and the five-year “cures” 
as 57 per cent. 

The author reports thirty-two additional cases in 
which a radical hysterectomy was done. These cases 
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were chosen from eighty-five cases of carcinoma of 
the cervix examined. The operability was therefore 
37-6 per cent. Twenty of these cases were operated 
upon prior to 1917, and twelve since then. The 
mortality was 9.3 per cent. The five-year cures 
averaged 40 per cent. 

The radical operation consisted of wide removal of 
parametrial tissue and a liberal cuff of vaginal wall. 
In some cases curettage and cauterization were done 
ten days previously. 

Cases presenting contra-indications to operation 
are those showing infiltration of the rectal or vesical 
walls, massive infiltration of the broad ligaments, 
or systemic contra-indications such as obesity, 
diabetes, or cardiac or pulmonary disease. 

The most frequent complication in the cases re- 
ported was urinary fistula. 

The twenty cases which were operated upon 
prior to 1917 are reported in detail. 

I. E. Bisoxow, M.D. 


Meigs, J. V.: 
Fundus of the Uterus. 
1922, iv, 241. 

This article is based upon a study of forty-four 
cases of adenocarcinoma of the fundus of the uterus 
operated upon at the Free Hospital for Women in 
Brookline, Massachusetts, since 1903. 

The uterus was enlarged in many cases but this 
was not a constant finding. The average age of the 
patients was 50 years. Seventy-five per cent had 
had children, the average number being three. The 
average duration of symptoms was one year and 
eight months; therefore if more emphasis were laid 
upon the significance of irregular bleeding the 
number of cases in which treatment is successful 
would be greater. 

Judging from the statistics, the diagnosis of ade- 
nocarcinoma of the fundus is difficult without micro- 
scopic study. Atresia of the cervix may be easily 
confused with it. 

Sixty-two and five-tenths per cent of the cases 
studied are without recurrence to date, five years or 
more after the operation. Fourteen of the cases 
were treated between 1903 and 1913, and thirty 
between 1914 and 1921, an increase of two cases a 
year. 

Adenocarcinoma of the fundus is not a common 
tumor in hospital practice, there having been but 
forty-four cases in 9,566 operated upon since 1903, 
but in private practice it is undoubtedly seen more 
frequently than carcinoma of the cervix. 

Complete hysterectomy (not Wertheim’s method) 
is the most successful treatment. Operation is to be 
preferred to radium therapy. 

Five of the forty-four patients studied had me- 
tastatic growths in the adnexa. Therefore bilater:! 
salpingo-oophorectomy should always be performed 
with the removal of the uterus. 

The differential diagnosis from gland hypertrop)iy 
is sometimes difficult even with the microscope. 

E. L. Cornett, M.D. 


A Study of Adenocarcinoma of the 
Am. J. Obst. & Gynec., 
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ADNEXAL AND PERI-UTERINE CONDITIONS 


Dorland, W. A. N.: A Clinical and Embryological 
Report of an Extremely Early Tubal Preg- 
nancy; Together with a Study of Decidual 
Reaction, Intra-Uterine and Ectopic. Am. J. 
Obst. & Gynec., 1922, iv, 215. 


The case reported is of interest because: 

1. It is the earliest tubal pregnancy recorded, the 
embryo measuring only 1.55 mm., or, when the 
dorsal flexure was straightened, 2.8 mm., and show- 
ing but 15 somites. 

2. The fallopian tube showed no sign of decidual 
tissue. 

3. Asharp dorsal flexure in the outline of the em- 
bryo closely corresponded to that noted in Wilson’s 
embryo. This is not a natural condition, and was 
produced probably by the contracted position of the 
ovum in the tube. 

4. The optic vesicles were in contact with the 
overlying ectoderm. 

5. The optic vesicle was shown in a very early 
stage of development. E. L. Cornett, M.D. 


Donald, A.: Adenomyoma of the Rectovaginal 
Space and Its Association with Ovarian Tumors 
Containing Tarry Material. J. Obst. & Gynec. 
Brit. Emp. 1922, xxix, 447. 


The author has had a series of seven cases of 
adenomyoma associated with cystic ovarian tumors 
containing tarry or chocolate material. The tumors 
were not ordinary ovarian tumors with accidental 
hemorrhage but distinct entities. Such growths are 
nearly always bilateral and very adherent. Fre- 
quently they must be dug out of the broad ligament 
or the side and back of the pelvic cavity. They 
burrow into the tissues. The lining wall is often 
quite thick and rather leathery. The author regards 
these tumors as adenomyomata but states that their 
exact origin is still unknown. 

Seven of Donald’s patients were between 41 and 
47 years of age. Nine were married and one was 
single. The one symptom which was present in 
every case was dysmenorrhoea. In three cases com- 
plaint was made of dyspareunia. In six cases a 
definite, hard, tender mass was felt through the 
posterior fornix. In a majority of the cases pan- 
hysterectomy was done. H. W. Fink, M.D. 


Sampson, J. A.: Intestinal Adenomata of the Endo- 
metrial Type: Their Importance and Their 
Relation to Ovarian Hematomata of the Endo- 
metrial Type (Perforating Hemorrhagic Cysts 
of the Ovary). Arch. Surg., 1922, v, 217. 


The adenomata of endothelial type occurring in 
the intestines are similar to those found in the ovary, 
tube, or uterus. The parts of the intestines usually 
involved are the sigmoid, rectum, appendix, and 
terminal loop of the ileum. 

The lesions are: (1) surface and superficial im- 
plantations; (2) implantations developing between 
adherent folds of the peritoneum; and (3) deep in- 
vasions of the underlying structures. 


Often they do not produce any symptoms. In 
other cases they cause obstruction. 

The treatment is removal of the ovaries. The 
intestinal lesions should be removed only when they 
cause obstruction. 

The condition is usually found during the latter 
half of the menstrual life of women, usually after 
the thirtieth year of age, and occurs in more than 
half the cases of ovarian adenoma of the endo- 
metrial type. The author gives the histories of 
twelve cases. R. E. Curistie, M.D. 


Shaw, W. F., and Addis, W. R.: Adenomyoma of 
the Rectogenital Space Associated with Tarry 
Cysts Arising in Islands of Adenomyomatous 
Tissue in the Ovary. J. Obst. & Gynec. Brit. 
Emp., 1922, xxix, 452. 

The authors report the sixth of a series of cases 
of adenomyoma of the rectogenital space associated 
with tarry cysts of the ovary. That these cysts 
originate in adenomyomatous tissue in the ovary 
had been' contended for a long time on clinical 
grounds, but it remained for Cullen and Sampson to 
show microscopically that they contain in their walls 
islands of endometrial tissue. 

The case reported was that of a married woman 
38 vears of age who had had no children. The chief 
complaint was dysmenorrhoea of one year’s dura- 
tion. Examination revealed a firmly fixed irregular 
tumor, apparently arising from the uterus, which 
filled the pelvis and extended up into the abdominal 
cavity to a point four fingerbreadths above the 
pubes. At operation the growth was found to con- 
sist of a mass of fibroids in the uterine wall. The 
right ovary was above the pelvic brim and adherent 
to the bowel. The left ovary was buried in adhe- 
sions obliterating the pouch of Douglas. 

Removal of the appendages and uterus was ex- 
tremely difficult. The fibroids formed an irregular 
globular mass the size of a turnip. The left ovary 
was the size of a tangerine orange. 

On section, the ovarian substance was found to be 
replaced almost entirely by a series of thick-walled 
cysts containing dark chocolate-colored fluid of a 
tarry consistency. The left tube was normal. The 
right ovary, which was smaller, consisted of two 
main cysts with contents similar to the material 
in the left ovary. The right tube was normal. 
Microscopic examination of tissue taken from the 
cyst walls showed distinctly structures comparable 
in all respects to adenomyomatous tissue, including 
smooth muscle and gland spaces lined with cubical 
endothelium indistinguishable from endometrium. 

H. W. Fink, M.D. 


Probstner, A.: Results of the Surgical Treatment 
of Long-Standing Tumors of the Adnexa (Heil- 
resulte der chirurgisch behandelten chronischen Ad- 
nextumoren). Orvosi hetil., 1922, \xvi, 151. 


Operative treatment is justified only in cases in 


which the tumor has been present for years, has 
resisted all conservative treatment, and causes 
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severe symptoms or incapacity for work. In any 
case operation should not be performed until several 
months after the disappearance of inflammation. 

The operation is usually radical, with total re- 
moval of the uterus. A conservative operation is 
performed only in unilateral (puerperal) cases. In 
IOI cases operated on radically during the past five 
years, there were five deaths, two from peritonitis, 
two from sepsis, and one from embolism. Of the 
patients who survived, 95.5 per cent were able to 
work and 81 per cent were entirely free from symp- 
toms (fifty-nine of sixty-seven examined subse- 
quently). In twenty-eight cases operated on con- 
servatively there were no deaths, and of the seven- 
teen women subsequently examined, twelve (70 per 
cent) were cured, three (17.6 per cent) were better 
but not entirely well, and two were no better. 

The results of the conservative procedure are thus 
seen to be less favorable than those of the radical 
operation, even when the cases are carefully selected. 
The only disadvantage of the radical treatment is 
that it produces an artificial menopause, but the 
symptoms of this condition are noted chiefly in 
nervous women and are never so severe as seri- 
ously to diminish the good results of the operation. 

Potya (Z). 


EXTERNAL GENITALIA 


Lagoutte: The Formation of an Artificial Vagina 
by the Transplantation of a Loop of Intestine. 
(Création d’un vagin artificiel par transplantation 
d’une anse intestinale). Lyon chirurg., 1922, xix, 445. 


In two cases of absence of the vagina Lagoutte 
operated successfully by Baldwin’s method, viz., 
the transplantation of a loop of the small intestine. 
A transverse incision was made in the depression 
corresponding to the vagina, a median laparotomy 
then done, and a loop of the small intestine exterior- 
ized at a distance of about 20 cm. from the ileo- 
cecal valve. About 15 cm. of this loop was then 
resected and the ends of the gut were anastomosed. 
The mesentery was included in the resection. The 
rudimentary uterus and ovaries were removed and 
the two broad ligaments united and brought down 
to the perineum. A canal was then hollowed out 
for the new vagina, and the intestinal loop brought 
down to the perineum and fixed in place by suturing 
the mesentery. This having been done, the loop was 
opened and sutured to the remains of the vaginal 
mucosa. 

A satisfactory result was obtained. In neither 
case was there excessive secretion of mucus from 
the transplanted loop. W. A. BRENNAN. 


Camera, U.: A New Method for the Surgical Treat- 
ment of Congenital Vaginal Anus (Sopra un 
nuovo metodo di trattamento chirurgico dell’ano 
vaginale congenito). Ann. ital. di chir., 1922, i, 473. 

A rectal outlet in the female genital tract is a 
rather rare congenital deformity, and the occurrence 
of the outlet in the vagina is particularly rare. 


The usual method of treating both vulvovestibular 
and vaginorectal fistula consists in dissecting the 
rectum and fixing it at a new anus. When the rectal 
outlet is situated deep in the vagina, however, ‘his 
operation is extremely difficult. 

In a case operated upon by the author, that of 
a child 3 years old, the rectal aperture in the vagina 
had destroyed a part of the posterior vaginal wall 
and caused marked vaginal atresia. As the ordinary 
operative methods were not applicable, Camera 
decided to perform a plastic operation on the 
posterior wall. An iliac anus was first formed. 
When this was functioning well, a posterior median 
incision was made, extending from the middle part 
of the sacrum to the bi-ischiatic line, and the coccyx 
was isolated and resected. The lower extremity of 
the rectum was then easily found in the posterior 
vagina. There was no muscle structure correspond- 
ing to an external sphincter but the levator ani was 
inserted at the head of the rectal cul-de-sac. The 
rectal communication with the vagina was ex- 
plored through a longitudinal cut in the intestine 
and the rectum then cut away, passed through the 
fascia of the levator ani to the sacroperineal inci- 
sion, and sutured to the skin. 

There was some postoperative perirectal suppura- 
tion but the new anus was definitely formed by 
the fortieth day and evacuations occurred daily. 

W. A. BRENNAN 


MISCELLANEOUS 


Bird, F. D.: Note on a Form of Pelvic Hydatid Cyst 
_ Its Treatment. Med. J. Australia, 1922, ii. 
280. 

The author reports his treatment of three cases 
of pelvic echinococcus cyst involving the prostate. 
Through a suprapubic incision the cyst cavity was 
emptied by means of an ovum forceps, gently irri- 
gated, and drained. The after-treatment consisted 
of relieving the pain and keeping the drain tube 
open until its removal. C. H. Davis, M.D. 


Young, J. V.: Intermittent Aspiratory Hyperzmia 
in Gynecology. Am. J. Obst. & Gynec., 1922, iv, 


28 


When the lesion to be treated is an infection of the 
cervical glands alone the instrument described !y 
the author may be used as a suction pump only, hut 
as in most cases there is an ascending lymphangitis 
with a peri-adnexitis, aspiratory stimulation is also 
of great importance. 

In circulatory stasis due to subinvolution or 
malposition, or both, aspiratory stimulation is of 
the greatest value. As a method of cleansing the 
cervix and preparing it for topical applications it is 
most serviceable. When the infected glands have 
become cysts, they may be punctured and pumped 
empty and the cavity filled with a blood clot. 

Of 178 cases (76 those of nullipare and 102 those 
of multipare) 107 were cured, forty-seven were 
benefited, and twenty-four not benefited. 


{ 
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‘There can be no doubt that cervical infection is 
much more frequent and much more important as a 
focal infection and a point of entry that is generally 
believed. 

Intermittent aspiratory hyperemia is a method 
by which infected cervical glands may be drained 
and a temporary hyperemia induced to eliminate 
the infection. Hyperemia will also stimulate the 
uterine muscle to rhythmical contraction, thereby 
improving the uterine tone and relieving circulatory 
stasis and inflammatory conditions. 

E. L. Cornett, M.D. 


Albertin: The ‘‘ Douglas Cry’? in Women (Le “cri 
du Douglas” chez la femme). Lyon chirurg., 1922, 
XIX, 479. 

Nearly twenty years, when carrying out a laparot- 
omy on a woman, Albertin observed that when the 
fundus of the Douglas cul-de-sac was wiped a 
pharyngolaryngeal reflex caused the patient to 
utter a sharp and prolonged cry. On repetition, 
the manoeuvre always gave the same result. 
Albertin calls the sound the ‘Douglas cry.” He 
has found that a great many other surgeons have 
observed the same phenomenon. Albertin now 
reports it as recently he has studied the work of 
Latarjet on the innervation of the uterus which 
shows that the Douglas sac has a rich supply of 
sympathetic nerve filaments. He states that many 
of the acute vaginal pains of which women complain 
after a colpotomy or hysterectomy and the pressure 
pain in the Douglas region are explained by very 
great sensitiveness of the Douglas sac. The pres- 
ence of such sensitiveness is very suggestive of ova- 
rian degeneracy. 

In discussing Albertin’s paper Tixier said that 
the Douglas cry can be produced also in men. He 
has caused it by prostatorectal dilatation even 
under deep anesthesia. The cry is a danger signal. 
Cases are known of severe and even fatal anesthetic 
syncope in rectal dilatation, and it is possible that 
there is some relationship between the Douglas 
sac reflex and this serious complication. 

W. A. BRENNAN. 


Naegelsbach: Malignant Chorionic Epithelioma 
with Hemorrhage into the Abdominal Cavity 
(Malignes Chorionepitheliom mit Verblutung in die 
Muenchen. med. Wcehnschr., 1922, 
XIX, 510. 


The author reports the case of a woman who sud- 
denly collapsed with symptoms pointing to tubal 
rupture. A year previously she had been curetted 
on account of a miscarriage. 

Immediate laparotomy revealed, in addition to a 
large quantity of free blood in the abdominal cavity, 
a somewhat enlarged uterus with a small area of 
bloody tissue without serous covering on its anterior 
wall. Supravaginal amputation of the uterus was 
done. Death occurred a few hours later in spite of 
the reinfusion of blood and the usual restorative 
methods, 


This was a case of intramural chorionic epitheli- 
oma which originated in the pregnancy of the pre- 
vious year and caused perforation. Dencxs (Z). 


Macomber, D.: The Etiology of Sterility in the 
Female, from an Analysis of 500 Case Records. 
Boston M. & S.J., 1922, clxxxvii, 397. 


As many of the 500 records were incomplete and in 
many of the cases the sterility was due to the male, 
this article is based on the findings in 337 cases. The 
conditions responsible are given as follows: 


PATHOLOGIC CLASSIFICATION OF FEMALE STERILITY 


Per cent 

Total cases due to inflammation............. 30 
Fibroids and miscellaneous. 8 

Total cases due to congestion............... 23 

Total cases due to developmental errors...... 24 
Anteflexion and 8 
Retroversion and 3 

Total cases due to ovarian conditions........ 23 


Sterility may be due to either the male or the 
female, the incidence of the condition being the 
same in both sexes. When the female is reponsible 
the chances are about even that the cause is patho- 
logic on the one hand or developmental or functional 
on the other. About one-fourth of the women 
studied had closed tubes or some other inflammatory 
condition. In one-fourth the sterility was due to 
congestion. In another fourth the cause was es- 
sentially developmental, and in another, failure of 
ovulation. In sterility due primarily to disturbances 
of function the treatment of pathologic lesions 
alone will seldom be successful. 

E. L. Cornett, M.D. 


Pomeroy, L. A., and Milward, F. W.: A Case of 
Primary Carcinoma of the Female Urethra 
Treated with Radium. Surg., Gynec. & Obst., 
1922, XXXV, 355. 


The authors report this case because of the great 
rarity of the condition. The fact is emphasized that a 
caruncle had been present for several years before 
the development of the malignancy. At the time of 
examination a large, foul ulcerating mass was found 
filling the entire introitus and extending about 3 
cm. upward along the posterior wall of the urethra. 
The patient still retained urethral control. A ten- 
tative clinical diagnosis of primary carcinoma of the 
urethra was made and a small section of tissue 
removed for pathologic examination. The pathol- 
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ogist’s diagnosis was probable caruncle which had 
undergone carcinomatous proliferation. 

Although no definite evidence of lymphatic in- 
volvement could be made out, it was thought best, 
because of the patient’s advanced age and the extent 
of the lesion, to apply radium rather than to risk the 
shock of a more or less extensive operation. Five 
steel needles each containing 10 mgm. of radium 
element were inserted directly into the tumor at 
about equal distances from each other and allowed 
to remain in position for twelve hours. In addition, 
one tube containing 50 mgm. of radium element 
screened with 0.5 mm. of silver, 1 mm. of brass, and 
1 mm. of hard rubber was inserted into the urethral 
canal and allowed to remain for four hours. The 
total radium treatment therefore equaled 800 mgm.- 
hrs. 

The patient had only the usual postoperative and 
radium nausea, and two days after the treatment 
was up and about without any unusual symptoms. 
Twelve days after the treatment she had suffered 
no tenesmus or other symptoms, and examination 


showed that the mass was one-third less in size and 
much cleaner, and that the discharge was consideral)ly 
reduced. 

The authors’ conclusions are summarized as {ol- 
ows: 

1. Primary carcinoma of the female urethra is a 
rare disease, only sixty-eight cases having been re- 
ported in the literature. 

2. Urethral caruncle, a relatively common affec- 
tion in women, may be followed by malignant degen- 
eration; hence the importance of its early recognition 
and treatment. 

3. Urethral cancer should be recognized early and 
given rigorous treatment. 

4. In the early cases the treatment should consist 
of radical extirpation. Even resection of the bladder 
may be indicated, but this is rarely necessary. In 
most cases the vesical sphincter can be saved in the 
operative procedure. 

5. Radium should be used after all operations. 
and in well-advanced cases may be employed alone. 

HARTUNG, M.1). 


a 


I 

| 

<3 


ADRENAL, KIDNEY, AND URETER 


Braasch, W. F., and Scholl, A. J., Jr.: Patholog- 
ical Complications with Duplication of the 
Renal Pelvis and Ureter (Double Kidney). 
Surg., Gynec. & Obst., 1922, XXXv, 401. 


A review of the records of 144 patients observed 
at the Mayo Clinic since 1907, in whom duplication 
of the pelvis and ureter was found, revealed that 
135 (94 percent) had unilateral duplication and 
nine (6 per cent) had bilateral duplication. In 
forty-four cases the duplication was complete; in 
100 cases, incomplete. 

There is usually a difference in the size of the 
pelves of a double kidney, the upper pelvis being 
the smaller. In spite of this, the function of the two 
segments is usually equal. Microscopically the tis- 
sue between the two segments is demonstrated to 
be a complete histologic unity. In some cases the 
capsule dips into the renal mass, making a definite 
partial division. In the specimens examined, glo- 
meruli and renal tubules were almost always found 
in the parenchyma between the two pelves. 

The diagnosis of complete duplication is com- 
paratively easy by cystoscopic examination. In 
incomplete duplication, however, the condition is 
discovered only by means of a routine pyelo- 
ureterogram. The cystoscopist should always be on 
the look-out for the third opening. When three 
ureters are present the usual method of catheteriza- 
tion by removing the cystoscope and re-introducing 
itisawkward and painful. The authors have devised 
a three-way catheterizing guide which overcomes 
this. It is difficult to estimate the definite function 
of each of the two segments, particularly if one is 
diseased. Unless good function can be demonstrated 
in one segment, a heminephrectomy is out of the 
question. Pyelography is of value in determining 
the distance separating the two pelves, as well as the 
pathologic condition present. The distinction be- 
tween the small pelvis of atrophic pyelonephritis and 
the upper pelvis seen in duplication may be difficult 
because of pathologic complications. 


The series of 144 patients were divided into four - 


groups: (1) thirty patients with pathologic com- 
plications who were operated on; (2) twenty-four 
patients in whom definite pathologic complications 
were found but on whom operation was not per- 
formed; (3) twenty-nine patients in whom there was 
doubtful evidence of a pathologic lesion; and (4) 
sixty-one (42 per cent) patients in whom the dis- 
covery was purely accidental and no complications 
were noted. 

lhe most common lesion calling for surgical 
treatment is hydronephrosis caused by stricture of 
thc ureter. Of the six double kidneys removed for 
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tuberculosis the disease primarily involved and was 
largely confined to the lower segment in five. Stone 
in the ureter in these cases is often situated at the 
point of ureteral division. 

Surgical treatment was carried out in thirty cases: 
nephrectomy in fifteen; heminephrectomy (two pa- 
tients required complete nephrectomy later) in four; 
pelviolithotomy in six; ureterolithotomy in three; 
cutting of anomalous blood vessels to relieve hy- 
dronephrosis in one; and ligation of an aberrant 
(upper) ureter which opened in the vagina in one. 

In most instances the pathologic complications 
other than lithiasis with double kidney require 
nephrectomy. Complete nephrectomy was sub- 
sequently performed in two of four cases of hemi- 
nephrectomy because of infection in the remaining 
portion of the kidney. Unless the lesion is confined 
entirely to one segment and the clinical evidence 
shows definitely that the remaining segment is nor- 
mal with sufficient function to warrant the procedure, 
heminephrectomy should not be attempted. Even 
under such favorable circumstances the infection 
may invade the remaining segment, necessitating 
secondary nephrectomy. 


Runeberg, B.: Hzmatogenous Acute Infectious 
Nephritis and Pyelonephritis (Nephrites héma- 
togénes, aigués infectieuses et pyélonéphrites). Acta 
chirurg. Scand., 1922, |v, 158. 

Runeberg reports 250 cases of infection in the 
urinary tract. At least 50 per cent of the acute cases 
observed in his clinic are cases of nephritis or pyelo- 
nephritis. The infection occurs through the blood 
and is often wrongly diagnosed as appendicitis or 
cholecystitis. In order to determine the pathogenesis 
of these conditions Runeberg made a histologic 
examination of a large number of kidneys obtained 
at nephrectomy or autopsy. He distinguishes two 
essentially different types of cases: 

Group 1. Focal glomerulitis. In this condition 
there is a slight epithelial degeneration especially in 
the convoluted tubules, multiple foci in the papillary 
zones, and inflammatory areas in the wall of the 
pelvis and along the renal vessels. The bacteria 
reach the kidney by way of the blood stream and 
when eliminated through the glomeruli produce 
inflammation. When retained in the canals they 
form foci from which they spread to the pelvis and 
cause pyelitis. The pyelitis produces by the lym- 
phatic route a disseminated nephritis characterized 
by infarcts with miliary abscesses. Runeberg calls 
these conditions ‘“‘elimination nephritis with pyeli- 
tis’’ and “‘secondary pyelonephritis.” 

Group 2. Purulent foci irregularly disseminated 
in the cortical and medullary substance. Important 
alterations in the kidney or pelvis are rare. The 
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bacterial emboli become fixed in the ramifications of 
the renal vessels, giving rise to abscesses outside the 
canalicular system of the kidney which, by con- 
tinuation, may cause intra- or extra-renal purulent 
processes. Runeberg calls this condition “aposthe- 
matous nephritis metastizing by the formation of 
emboli.” 

In the majority of the cases the infection is due to 
the bacillus coli or a staphylococcus. A hematog- 
enous colon-bacillus infection is always an elimina- 
tion nephritis. Nephritis, pyelitis, and pyelonephri- 
tis due to the colon bacillus are only more or less 
accentuated phases of the same process. The early 
stage is characterized by fever, slight urinary symp- 
toms, and vague lumbar pain. The urine contains a 
large quantity of albumin, and blood is often de- 
tected with bacteria in the sediment. When the 
stage of pyelitis is reached the principal symptom is 
sharp renal pain and tenesmus. 

Staphylococcic infections frequently cause focal 
metastatic purulent nephritis by the formation of 
emboli. The foci are often outside the secretory 
parts of the kidney. The urine contains white and 
red cells and bacteria, but no trace of albumin. 

Elimination nephritis due to staphylococcic infec- 
tion resembles colon bacillus nephritis but also 
differs from it in several points. It occurs more fre- 
quently in men than in women. The nephritis period 
is often short, the condition then simulating cystitis 
and pyelitis. In nephritis due to the colon bacillus 
the primary pyelonephritis is often longer than in 
the staphylococcus infections and the pyelonephritis 
crises are not so frequent. 

The majority of cases of acute infectious hematog- 
enous nephritis and pyelonephritis can be quickly 
cured by conservative treatment. Operative inter- 
vention is not necessary during the acute period 
unless there is danger of anuria or septicemia. 
Runeberg strongly advocates the use of a urethral 
retention sound, especially in superacute pyelo- 
nephritis with symptoms of retention. In chronic 
unilateral pyelonephritis and pyelonephrosis ne- 
phrectomy is indicated. W. A. BRENNAN. 


Mayhew, J. M., and Smith, A. L.: The Diagnosis 
and Treatment of Pyelitis. Nebraska State 
M.J., 1922, vii, 319. 


The symptoms and signs of pyelitis and its causa- 
tive factors are protean and may simulate those of 
practically any organ in the abdomen. The prin- 
cipal erroneous diagnoses are appendicitis, abnormal 
conditions of the female organs, the biliary appara- 
tus, or the duodenum and stomach, and postopera- 
tive adhesions. 

The common causes of pyelitis are: (1) remote in- 
fections, (2) constipation, (3) ureteral calculus, (4) 
pelvic calculus, (5) infection and associated ab- 
normalities lower in the genito-urinary tract, (6) 
ureteral angulations, (7) ureteral strictures, (8) 
nephroptosis, and (9) neoplasms of the kidney. 

The common complications are: (1) hydro- 


nephrosis, (2) pyonephrosis, (3) pyelonephritis, (4) 


perinephritic abscess, (5) destruction of kidney 
tissue, (6) hydro-ureter, and (7) cystitis. 

Any bacterium may be the active cause of the 
infection. The bacillus coli communis is the invad- 
ing organism in a large percentage of cases. 

The diagnosis of pyelitis rests upon the physical, 
X-ray, and cystoscopic findings. The examination 
should consist of: (1) the history and a complete 
physical examination; (2) an X-ray examination of 
the abdomen; and (3) cystoscopic examination and 
ureteral catheterization. 

The treatment giving the best results consists of: 

1. Eradication of all infections, however remote. 

2. Regulation of the bowels. 

3. Treatment of local associated pathologic con- 
ditions. 

4. The administration by mouth of large amounts 
of water and the changing of the reaction of the urine 
every ten days. 

5. Catheterization and drainage of the pelvis of 
the kidney followed by lavage with boric acid solu- 
tion and the injection of 1 per cent silver nitrate 
solution one to three times a week. 

The authors report three cases to illustrate the 
value of the methods mentioned: 

Case 1 was that of a woman 25 years of age who 
had an appendectomy four years ago for pain and 
rigidity in the right lower abdomen. The pain had 
continued intermittently, and the patient had been 
advised that an operation to free adhesions was 
necessary. 

Examination of the right kidney revealed pyvelitis, 
a calculus in the pelvis, and lowered function. 

The true cause of the abdominal pain was a stone 
in the pelvis and later another in the ureter. Follow- 
ing the correction of these abnormalities the pain 
ceased. 

Case 2 was that of a woman 34 years of age. Pain 
had been present in the left side of the abdomen for 
the past five years in spite of five abdominal opera- 
tions during this period. A surgeon finally decided 
to remove the left kidney because a roentgenologist 
reported it much enlarged. 

The examination made by the authors revealed a 
perfectly normal left kidney but a pyonephrotic right 
kidney. The right ureter showed a stricture and an 
angulation. The function of the right kidney was 
practically nil. This case shows that pain, tender- 
ness, and enlargement are not unusual in a normal 


‘kidney which must double its excretory function. 


Case 3 was that of a woman 38 years of age who 
complained of pain in upper part of the abdomen 
on the right side, shortness of breath, and sharp 
pain in the heart region. A diagnosis of gall-stones 
had been made by a surgeon and operation advised. 

A general examination revealed a peridental in- 
fection and myocarditis. The urine from the right 
kidney contained a large number of pus cells, a trace 
of albumin, and colon bacilli. The capacity of the 
pelvis was increased to 35 c.cm. The normal rhytlim 
of the ureteral flow was absent and function reduce 
to one-third normal. Pyelography showed a great!y 
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dilated pelvis with partial destruction of the second- 
ary calices. A diagnosis of first-degree pyonephrosis 
was made. The offending tooth was extracted, the 
patient kept in bed until the heart function was 
normal, and the kidney condition treated as outlined. 
THEODORE Drozpow1Tz, M.D. 


Kreutzmann, H. A. R.: Studies in Ureteral Cath- 
eterization: Preliminary Report. California 
State J. M., 1922, xx, 310. 


This study was undertaken by the author in an 
attempt to determine whether or not the present 
disadvantages of ureteral catheterization could be 
overcome by inserting the catheters only part way 
into the ureters. 

The patient was subjected to catheterization three 
times at intervals of one week. No. 6 ureteral cath- 
eters were used throughout. At the first sitting 
they were inserted 5 cm. into the ureters, the 
second time 14 cm., and the third time the full dis- 
tance into the kidney pelvis. After the insertion of 
the catheters 1 c.cm. of phenolsulphonephthalein 
solution was injected intravenously with a Record 
syringe. 

The conclusions drawn are as follows: 

In ureteral catheterization the occurrence of pain, 
hematuria, and anuria increases in direct ratio to 
the distance the catheters are inserted. 

Catheterization as at present performed has fre- 
quently a depressing action on the kidney function. 

Accurate information as to relative kidney func- 
tion cannot be obtained if the catheters are inserted 
only a few centimeters into the ureters. 

The only constriction of importance in ureteral 
catheterization is at the junction of the ureter and 
the bladder. 

The passage of a medium-sized catheter causes 
passive dilatation of the ureterovesical sphincter 
which lasts at least one week. 

Repeated catheterization causes still greater 
dilatation of the sphincter with a further increase 
in the amount of leakage. Louts Gross M.D. 


BLADDER, URETHRA, AND PENIS 


Goljanitzki, J.: A New Procedure for the Forma- 
tion of a Sphincter for the Bladder (Ein neues 
Verfahren zur Sphinkterbildung an der Harnblase). 
Nowy Chir. Arch., 1922, ii, 153. 


A man 23 years of age with total paraplegia due 
to a gunshot injury recovered his ability to walk 
alter six months, but the incontinence of faces and 
urine persisted. Two years after the injury he was 
admitted to the hospital with deep decubital ulcers 
caused by the urinal. The bullet, which the roent- 
genogram showed at the left side of the fourth lum- 
bar vertebra, was not found at laminectomy, where- 
upon the following operation was performed: 

In the lithotomy position a median incision 12 cm. 
long was made from the scrotal insertion to the anus 
through skin and aponeurosis, and the musculature 
of the pelvic floor was split transversely and bluntly 


dissected further. The bulb was displaced upward, 
the anus downward, and the membranous part of 
the urethra was isolated and a ligature was carried 
around it. By means of this suture, a strip 12 cm. 
long was taken from the fascia lata and shoved under 
the urethra, over which the ends were crossed and 
fastened with interrupted sutures to two strands of 
muscle obtained from muscles inserted at the tuber 
ischii (adductor muscle and biceps). Figure-of-eight 
sutures and a retention catheter were then inserted. 

Galvano-faradization was applied daily at the end 
of three weeks. Two weeks later the patient re- 
ported that by putting his thigh muscles under 
tension in the standing position he could retain his 
urine for one hour or longer. After two and one-half 
months the function became better and the patient 
desired a similar operation on the rectum. 

The author has devised a suitable plan of opera- 
tion based on the belief that a muscle plastic on the 
gluteus maximus muscle will act mechanically and 
also innervate the external sphincter. 

VON DER OSTEN-SACKEN (Z). 


Scholl, A. J., and Braasch, W. F.: Pre-Operative 
Treatment of Malignant Tumors of the Blad- 
der by Radium. Arch. Surg., 1922, v, 334. 


Certain types of tumors of the bladder respond 
readily to excision, while others offer an extremely 
poor prognosis. Because of the difficulty of com- 
pletely eradicating the tumor and its frequent cel- 
lular transplants, recurrence is early and extensive. 
This is particularly true of the solid, meaty epithe- 
liomata which commonly occur in the base of the 
bladder. Small infiltrating wedges of actively 
malignant cells which project down through the 
muscle bundles are often cut across when a portion of 
the bladder is excised. The undisturbed clumps of 
cells which remain in the normal tissue act as foci, 
spread rapidly and extensively, and often soon attain 
an inoperable size. 

Epithelial tumors of the bladder rarely metasta- 
size; persons who die from malignancy of the bladder 
usually succumb because of the local condition. Any 
procedure which would aid in effectually eliminating 
the local condition would in many cases effect a cure. 

Recently the flat infiltrating tumors have been 
treated with radium emanations prior to operation. 
Small amounts of radium are used with the idea, not 
of completely destroying the growth, but of dimin- 
ishing the capacity of the cell to proliferate. This is 
done to inhibit early recurrences from segments not 
removed and to prevent re-implantation of cells 
freed during the excision of the tumor. 

Under sacral anesthesia the direct cystoscope is 
passed, the distal opening of the instrument placed 
on the tumor, and the eye piece detached. This al- 
lows the water a free exit, and the contraction of ihe 
bladder firmly implants the tumor against the open 
end of the instrument and holds it in place until the 
point of the radium needle can be inserted and the 
tube driven into the growth. The bladder is then 
filled with water and a second area of the tumor 
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located. This procedure is repeated until the tubes 
of radium emanation have been studded throughout 
the growth, about one to every square centimeter 
of tumor tissue. 

Specimens removed from the tumor before radi- 
ation are later compared with the tumor removed at 
operation. 

The most striking feature of radiated tumors is 
an extreme fibrosis which produces an extensive 
walling off, replacement, and destruction of the 
tumor cell. 

In some cases the radium rays undoubtedly 
destroyed the proliferating powers of the cells com- 
pletely, but in a number of tumors nests of appar- 
ently intact malignant cells were found. These cells 
generally walled off by extreme fibrosis, were appar- 
ently quiescent at the time of operation as a result 
of the exposure to the radium rays. 

The insertion of tubes of radium emanation is a 
very simple procedure which may be done at the 
time of the first examination. The small amount of 
radium rays is slowly discharged and very little 
reaction is produced. Most tumors of the bladder 
are superficially placed, thrombosis of the blood 
vessels develops early, and consequently the ab- 
sorption of necrotic or toxic substances is slight. 

During the period between the insertion of the 
radium emanations and the operation a daily blad- 
der lavage is given which not only removes any 
necrotic slough but also reduces infection of the 
bladder which is often present. 

Emanation tubes are not satisfactory in malignant 
papillomata as the loose structure of these tumors 
does not hold the tubes in place long enough for 
them to be effective. In the majority of cases in 
which the emanation tubes have been used the 
patients have been of advanced age and have had 
wide-spread, highly malignant growths requiring 
extensive operation. 


Lower, W. E.: The End-Results of Operations for 
Cancer of the Bladder. Ann. Surg., 1922, Ixxvi, 


352. 


Some surgeons believe that all bladder tumors are 
potentially malignant while others base the diag- 
nosis entirely upon the histologic findings. The 
methods of classification also vary. Burger’s classifi- 
cation has been widely accepted. 

Geraghty in 1916 classified bladder tumors from 
the therapeutic standpoint. Judd and Harrington 
divide them into two classes, one consisting of those 
which can be treated satisfactorily by endovesical 
methods, and the other, those requiring operation. 
According to Uhle and MacKinney, there are two 
types of tumor, those amenable to destruction by 
the high-frequency current and those which must be 
dealt with by radical operation. 

As it is often impossible to determine the type of 
the growth from the frozen section at the time of 
operation, the author believes that the cystoscopic 
examination which shows the tumor to be pedun- 
culated or sessile, encrusted or sloughing, single or 


multiple, is about as dependable as any method of 
diagnosis. 

Three cardinal symptoms of bladder tumor are 
hematuria, pain, and frequency of urination. Bur- 
ger stated that malignancy is indicated by: (1) indu- 
ration noted on rectal, vaginal, or cystoscopic exam- 
ination; (2) sloughing; (3) lack of reaction to ful- 
guration (Braasch states that if a tumor does not 
respond to three or four treatments with the high- 
frequency current it may be considered malignant; 
(4) the age of the patient; and (5) the number and 
size of the tumors (so-called benign tumors are apt 
to be multiple). 

The operability of a tumor depends on the length 
of time that has elapsed between the first symp- 
toms and the operation. In 115 cases cited by 
Lynch the symptoms had been present for from 
one to four years in 70 per cent and from three to 
four years in 4o per cent. In 75 cases reported by 
Caulk the average duration of symptoms was ten 
years, while in 181 cases reviewed .by Judd it was 
twenty-six months, and in sixty-two cases cited by 
Thomas it varied from two weeks to twenty-five 
years. Tardy recognition is not due to absence of 
symptoms but to lack of appreciation of their signif- 
icance. Blood in the urine is always pathologic. 

Lower’s report deals only with the surgical treat- 
ment, that is, excision or removal with the actual 
cautery. Lower still believes that carcinoma is a 
local disease, that rational treatment consists in 
complete and radical excision of the involved area, 
and that the condition remains local for a long 
period and does not metastasize readily. In 1915 
Gardner stated that the transperitoneal method or 
subtotal cystectomy gave the best results. Lower 
feels that a freer dissection of the bladder from the 
peritoneum, walling off of the surrounding areas, 
better protection of the tissues, and when possible, 
clamping around the tumor before the bladder is 
opened, and cutting on the bladder side of the clamp 
is an efficient method of preventing contamination 
and the transplantation of cancer cells. 

The tendency of all malignant bladder tumors to 
recur, whatever method of removal is used, has long 
been recognized. Constant vigilance is therefore 
necessary. The patient should be told to return for 
cystoscopic examination twice at intervals of three 
months, three times at intervals of six months, and 
three times at intervals of one year, thus covering a 
period of five years. The absence of recurrence after 
five years seems to indicate a cure. 

With regard to end-results, the author quotes 
Gardner, Thomas, Geraghty, and Scholl whose re- 
ports are based on a total of 2,242 cases. He then 
gives the results in 108 cases of his own, bringing the 
total number to 2,350. The study of these reports 
leads to the following conclusions. 

1. A large percentage of malignant tumors are of 
papillary origin and therefore not referred to the 
surgeon until late. 

2. The percentage of recurrence is high whether 
excision or cauterization is done. 


a 


m 
Oo} 
ti 
be 
re 
al 
F 


GENITO-URINARY SURGERY 51 


3. Recurrence is not a contra-indication to treat- 
ment as some of the best results have come from 
operation for recurrences. 

4. Continued observation after operation is essen- 
tial if the mortality of carcinoma of the bladder is to 
be reduced. 

5. The good results of the treatment of recur- 
rences are due to the fact that recurrences are nearly 
always local and very seldom metastasize. 

Joun P. O’NeEtt, M.D. 


Fronstein, R.: Gunshot Injuries of the Urethra 
and Their Treatment (Schussverletzungen der 
Harnroehre und ihre Behandlung). Nowy Chir. 
Arch., 1922, ii, 119. 

At the beginning of the war adequate guiding 
principles for the treatment of injuries of the urethra 
were lacking because in civil practice injuries of the 
pendulous portion are very rare and injuries of the 
perineal portion are seen rather as complications of 
extensive wounds of the soft parts, rectal lesions, 
etc. In war, the reverse is true, isolated injuries of 
the penis being common and the break in the con- 
tinuity of the urethra more important than the per- 
foration of the surrounding tissues. 

Fronstein reports 152 cases. The pendulous por- 
tion of the urethra was affected in forty-five, and 
the scrotal or perineal portion in 107. Among the 
latter there were fourteen cases of isolated injury 
of the urethra. 

Strangury is characteristic of an injury of the 
urethra; this either cannot be relieved at all or is 
relieved immediately. The prognosis depends upon 
its presence or absence and the condition of the para- 
urethral tissues. When sufficient time elapses be- 
tween the injury and the first micturition (five to 
seven hours), a fistulous canal forms without urinary 
infiltration and the subsequent constriction is cor- 
respondingly slight. 

Patients admitted to the hospital before the first 
emptying of urine should not be tested functionally 
even when injury of the urethra is suspected, but 
should be taken under treatment directly with pe- 
riodic catheterization, preferably with a silk catheter 
having a Mercier bend. If a rupture of the urethra 
is demonstrated and the patient has not yet urinated, 
treatment must be directed to securing regular emp- 
tying of the bladder, the prevention of urinary infil- 
tration and stricture, and the hastening of the heal- 
ing of the wound. The first two objects are accom- 
plished most easily with a retention catheter. This 
should be changed as seldom as possible because if 
its re-introduction meets with an obstruction the 
formation of a proximal fistula, retrograde catheteri- 
zation, and urethrotomy will be necessary. The 
author denies that the retention catheter favors the 
formation of strictures. 

lf a ragged urethral wound is not primarily re- 
sected or the sutured wound does not heal by pri- 
mary intention, stenoses are unavoidable. On the 


other hand, the retention catheter hinders spon- 
taneous closure of the fistulous tracts and should 


therefore be removed as soon as possible, that is, as 
soon as the wound of the soft parts begins to cicatrize 
and the danger of urinary infiltration appears to be 
passed. If then the fistula does not heal spon- 
taneously, it must be excised. As failure to heal is 
usually due to the presence of a foreign body such 
as a silk ligature, the author uses catgut even in 
plastic operations, employing silk only for skin 
sutures. To cover defects he uses non-pedicled flaps 
of fascia lata and the inner fold of the prepuce. Even 
with very large flaps, however, he was unable 
to prevent stricture formation. He considers the mo- 
bilization of the urethral tube more important, and 
when the defect was not too large got along without 
transplantation. After completion of the row of 
sutures the catheter should be removed. When the 
mucosa was not included in the suture and erections 
were prevented, healing resulted even without cen- 
tral diversion of the urine. 

In the treatment of strictures the author met with 
several unfavorable conditions. Whereas traumatic 
fistula could be prevented in one way or another or 
cured, this was not true of strictures. Preventive 
operations, consisting of excision of the crushed 
edges and primary suture, are justifiable, but in 
practice conditions are such that a certain amount 
of stenosis is unavoidable. Therefore if the cicatri- 
cial tissue is slight in amount and soft, and if the 
use of a bougie has not been necessary for two or 
three years, the patient may be considered cured. 
The treatment of stricture should be operative, 
provided the careful use of a bougie in conjunction 
with hot baths or sulphur baths has been ineffective. 
The results depend not so much upon the operative 
procedure as upon the nature of the injury. The 
author classifies injuries into five classes with an 
increasingly poor prognosis: (1) tangential trans- 
verse injuries of the urethral wall; (2) ruptures of 
the urethral wall without special involvement of 
the para-urethral tissues; (3) longitudinal tears; (4) 
more extensive dismemberment of the urethra and 
its surroundings; (5) injuries in the sphincteric por- 
tion. 

In cases of the first class a sickle-shaped cicatrix 
forms and can be easily removed by a double in- 
ternal urethrotomy. In those of the second class 
there is a ring-shaped or cylindrical rigid stenosis 
and according to the circumference of the stricture 
urethrotomy or resection is indicated. Cases of the 
third class should be treated with external urethrot- 
omy, excision of the scar, and suture. The author 
obtained a cure in 60 to 65 per cent of cases without 
the use of a retention catheter by beginning with the 
use of bougies ten to eleven days after the operation. 
For cases of the fourth class he advises radical 
methods. He has had no failures when, after the 
resection, the cut edges of the urethra were sutured 
and the urine diverted. If primary suture was im- 
possible because the diastasis was too great it was 
nevertheless possible to hold the unavoidable cica- 
tricial recurrences within moderate limits after the 
resection and to achieve good results by the use of 
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bougies and urethrotomy. The fifth class of cases 
are usually complicated by injuries of the rectum 
and the pelvic bones. Even after the subsidence of 
the symptoms, extensive cicatricial deformities re- 
main which, in conjunction with the loss of the active 
dilatability of the prostatic portion, often present 
insurmountable difficulties. The author was com- 
pelled to discharge three patients with suprapubic 
bladder fistula and believes that in two other cases 
he will be obliged to implant the ureters into the 
rectum. VON DER OSTEN-SACKEN (Z). 


GENITAL ORGANS 


Chessin, W.: The Operation of Lowering into the 
Scrotum the Testicle Retained in the Inguinal 
Canal (Zur Operation der Herabfuehrung des im 
Inguinalkanal retenierten Hodens in das Skrotum). 
Mediz. J., 1921, i, 39. 


The author establishes the principle that the testis 
must not be removed for cryptorchidism because, 
although the spermatogenetic system is usually 
atrophied, the secondary gland is not. 

In regard to the proper age for operation, he 
states that the testis frequently sinks down into the 
scrotum spontaneously and therefore the operation 
should not be done too early. If the testis has been 
displaced into the upper part of the scrotum, it needs 
no additional fixation as it usually sinks down 
spontaneously and normal development is only 
hindered by fixation. 

Chessin has performed the operation twelve 
times on ten patients. Eight of the cases have been 
under observation for periods ranging from six 
months to five years. The result was good in two 
cases, satisfactory in three, and poor in three. All 
of the patients were over 18 years of age. In nine 
cases the spermatic cord was extensively mobilized, 
and in three complete mobilization was not at- 
tempted. 

In the author’s opinion extensive mobilization of 
the spermatic cord is the most important part of the 
operation. Not only should the vas deferens and 
its blood vessels be mobilized most carefully along 
the course of the entire inguinal canal, but the por- 
tion of the spermatic cord lying in the pelvis should 
also be freed. The firm connective-tissue bands, 
which often fix the spermatic cord to the pelvic tis- 
sues, should be divided with the scissors. From the 
peritoneum the canal can be separated more easily. 
Even though the blood vessels interfere with the 
lowering of the testis to a greater extent than the 
vas, they must never be divided. The loosening of 
the blood vessels in the pelvis is accomplished easily 
but is less mobilizing than the separation of the 
canal. Experiments on cadavers show that mobiliza- 
tion of the pelvic parts of the spermatic cord causes 
an average lengthening of about 1.5 to 2 cm. As 
there is no reason for fixing the testis in the lower 
portion of the scrotum, it need be fixed only in the 
simplest manner, and in children no fixation at all 
is necessary. In o2 per cent of the cases the in- 


dication for operation is usually the presence of 
a hernia or cyst. The author was unable to deter- 
mine any enlargement of the atrophic testis after 
the operation. von Hotst (Z). 


Retterer, E., and Voronoff, S.: The Local and 
General Effects of Resection of the Deferent 
Canals (Effets locaux et généraux de la résection 
des canaux déférents). J. d’urol. méd. et. chir., 
1922, xiv, 81. 


Numerous experiments have demonstrated that 
after ligation or resection of the deferent canals pre- 
existing libido and potentia coeundi persist. The 
authors’ earlier experiments with ligation were not 
satisfactory as often the continuity of the canals 
was not interrupted completely. In the experiments 
reported in this article 6 to 10 cm. of the deferent 
canals of dogs were resected and the morphological 
and structural changes caused in the testicular 
tissues by the resection were compared with the 
findings of a histological study of the testicles of 
normal animals whose deferent canals had not been 
resected. 

The authors deal especially with the epithelial 
lining of the seminiferous tubules. In an adult dog 
this lining is composed of a common cytoplasm 
traversed by anastomosed filaments constituting a 
wide-meshed reticulum. When the deferent canal 
had been resected for a year the filaments were 
found to be more abundant and the reticulation 
closer. 

The important fact demonstrated by the in- 
vestigations is that, contrary to the theory generally 
accepted since the findings of Ancel and Bouin 
many years ago, there is no hypertrophy of the 
interstitial or intertubular connective tissue and 
the sexual desire and potentia coeundi which persist 
after resection of the deferent canals are due to the 
effect upon the organism of the continued secretion 
of testicular sperm rather than to any action of the 
so-called puberty gland (interstitial gland). 

After resection, those nuclear elements of the 
testicle which had arrived at their full development 
at the time of resection show some degeneration, but 
those which were in the early stages of development 
continue to develop. Spermatogenic evolution con- 
tinues in the absence of sperm excretion. The cyto- 
plasm, however, is denser and does not liquefy to 
form a vehicle by which the spermatozoa can c¢s- 
cape. The development is slower and the successive 
forms of the cellular elements remain where they 
were produced. Sertoli cells, contrary to accepted 
notions, are not found in the testicle after resection 
of the deferent canal. 

In the authors’ opinion previous observers were 
too ready to conclude that the seminal layer of cells 
in the seminiferous tubes degenerated or atrophied. 
If they had waited and examined the apparently 
increased Sertoli cells after a period of eight to 
twelve months they would have found that they had 
again evolved into a layer of seminal cells. 

W. A. BRENNAN 
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Rankin, F. W., and Judd, E. S.: Emphysema of 
the Scrotum the Result of Diverticulitis of the 
Sigmoid with Perforation. Surg.,Gynec. & Obst., 
1922, XXXV, 310. 


The patient was a man 46 years of age who reg- 
istered at the Mayo Clinic November 11, 1921, 
complaining of pain and soreness in the left lower 
abdominal quadrant. At first this pain was sharp 
and shooting and confined to the lower part of the 
abdomen on the left side but later it radiated into the 
perineum and across the entire lower part of the 
abdomen. The patient was nauseated but did not 
vomit. His temperature was 1co degrees F. There 
was no blood in the stools and no diarrhoea or con- 
stipation. The attacks occurred intermittently for 
three years, increasing in severity and frequency. 
Two grains of morphine a day were required for relief. 
Six weeks before examination marked frequency of 
urination with burning began although no blood or 
gravel was found inthe urine. On two occasions gas 
was passed from the urethra. 

The physical examination was negative. The 
urine showed albumin 1, erythrocytes 1, and pus 3. 
Combined phenolsulphonephthalein test was 50 per 
cent, and there was !% oz. of residual urine. The 
leucocytes numbered 7,300 and the erythrocytes 
4,550,000. The haemoglobin equaled 74 per cent. 
The roentgenological diagnosis was obstruction in 
the sigmoid flexure. On digital examination of the 
rectum an obstruction was met principally on the 
right side about 9 cm. from the anal orifice. A ten- 
tative diagnosis was made of diverticulitis of the 
sigmoid attached to the bladder causing a secondary 
cystitis and an intermittent fistula. 

Operation November 9, 1921, revealed a mass 
about 9 cm. in diameter deep in the pelvis and at- 
tached to the left wall of the bladder. This was 
identified as the sigmoid with much inflammatory 


tissue about it. Multiple diverticula of the sigmoid 
could be demonstrated above the growth. A loop of 
ileum adherent in the mass was not removed for fear 
of perforation. The colon above was greatly dis- 
tended with gas. Resection of the entire mass 
seemed too formidable an operation to be performed 
’ one stage; therefore a preliminary colostomy was 

one. 

The immediate convalescence was uneventful. 5 
The colostomy had not been opened. On the eighth ' 
day the patient complained of quite severe gas pain 
and suddenly noticed that his scrotum was begin- 
ning to swell. This swelling was painless but oc- 
curred at a considerable rate. Within two hours the 
scrotum was about 30 cm. in diameter, and air 
crackles were heard within it. It seemed certain 
that the condition was in no way connected with the 
extravasation of urine as the patient voided with ease 
and the physical appearance and feel of the tissues 
were characteristic. The fact that a fistula was 
known to exist between the bladder and sigmoid did 
not explain the condition since it offered no anatomi- 
cal basis for such an emphysema. The abdomen was 
ballooned up with gas and peristalsis was visible. 
The colostomy was opened and abdominal disten- 
tion thereby relieved. The emphysema of the scro- 
tum decreased very gradually; two weeks elapsed 
before it was complete. The patient was none the 
worse for this unusual complication. 

Because of the peculiar anatomical arrangements 
it seemed highly improbable that gas made its way 
into the bladder and thence into the subcutaneous 
tissues of the scrotum. A more plausible explanation 
is that leakage from another perforation or the same 
one burrowed through the peritoneum and under the 
fascial layers to emerge in front of the triangular 
ligament and infiltrate the adjacent subcutaneous 
tissues. L. H. Fowrer, M.D. 
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SURGERY OF THE EYE AND EAR 


EYE 


Jameson, P. C.: The Correction of Squint by 
Muscle Recession with Scleral Suturing. Arch. 
Ophth., 1922, li, 421. 

Muscle recession with scleral suturing primarily 
attacks the offending muscle where the deformity 
begins. 

It leaves an unmutilated muscle system with a 
broad, properly placed attachment capable of nor- 
mal action and vigorous work. 

It enlarges the effect of tenotomy by boldly carry- 
ing the muscle end back to the equator if necessary. 
The exposure of the field enables the operator to 
make valuable observations relative to length, 
breadth, laxity, tension, and connective-tissue ob- 
structions. It enables him to grade his operation ac- 
curately, insures a non-pointed attachment, gives 
a definite understanding as to where the muscle 
is fixed, and by reason of scleral fixation renders 
tenotomy a safe and reliable procedure. 

It safeguards convergence to a striking degree. 
This has been the most gratifying outcome of the 
operations performed. A powerful muscle properly 
and broadly attached to the sclera, working from 
its primary origin at the optic foramen and from its 
secondary action or origin from the diversion of the 
check ligament, and supplemented by accessory 
adductor muscles, is a bulwark for the preservation 
of convergence. 

Its corrective capabilities are extensive and com- 
paratively uniform. 

In a high percentage of cases a single recession of 
5 mm. with scleral fixation will correct a deviation 
of 25 degrees. 

In many cases a double recession of 4 mm. on 
both sides with scleral fixation will correct deviation 
of 35 degrees or more. 

The operation of recession with scleral suturing 
has all the advantages of tenotomy and in addition 
assures definite scleral fixation, a very important 
result which is not given by tenotomy. 

James P. FirzGeravp, M.D. 


Franklin, W. S., and Cordes, F. C.: An Unusual 
Orbital Tumor. J. Am. M. Ass., 1922, xxix, 1038. 


The case reported was that of a man 30 years of 
age who had had a tumor removed from his left 
cheek five years previously. A year before this opera- 
tion a tumor appeared in the right cheek. At the 
time of examination by the authors the lids were 
baggy and full but the eye was not closed. The 
presence of a subcutaneous tumor not attached to 
the skin was suggested. Both lachrymal glands, 
the pre-auricular gland on the left side, and the sub- 
lingual glands were palpable. The teeth were in a 


poor condition and showed a great deal of dental 
work. The tonsils were hypertrophied. Small 
shot-like posterior cervical glands were found, and 
there was adenopathy of one large and several 
small axillary glands on the right side. The other 
findings were practically normal. As there was no 
change in the vision and as the pathology was un- 
known, a section of the tumor was taken from the 
right lid. 

The tumor removed from the left cheek several 
years previously was reported by the pathologist 
as non-malignant lymph glands. The tumor re- 
moved from the lid could not be diagnosed de!- 
initely. In some areas it resembled a xanthoma. \ 
week later, when a large part of it was excised, it 
was found not encapsulated. 

The authors state that the condition might have 
been Mickulicz’s disease, multiple xanthoma, or 
granuloma, but are inclined to regard it as multiple 
xanthoma complicated by infection. 

T. D. ALLEN, M.D. 


Patton, J. M.: The Localization and Extraction of 
Intra-Ocular Foreign Bodies. J. Am. M. Ass., 


1922, Ixxix, 1030. 


The author urges extreme care in diagnosing 
foreign bodies in the eye, citing several cases of his 
own in which an X-ray examination was not made 
for several days because the patient was sure that 
he had been hit by a very large object or did not 
remember that he had been hit in the eye. He 
speaks of Gifford’s method of placing a small particle 
of metallic substance just beneath the conjunctiva 
close to the limbus before the X-ray plate is made. 
Another method of localization is the use of a large 
magnet, but this Patton regards as of questionable 
value if it is possible to make an X-ray examina- 
tion. 

Before beginning an operation for the extraction 
of an intra-ocular foreign body, the question of 
prognosis should always be discussed with the 
patient as it is much easier at that time to explain 
the dangers of the operation and the possibility of 
failure than afterward. As a rule, the patient wil! 
be willing to submit to the operation, and then, ii 
the results are unsatisfactory, will feel that every- 
thing possible was done to save the eye. 

Patton mentions various magnets which are on 
the market, among them the hand, Haab, and ring 
magnets. He relates his own experience with the 
ring magnet. 

Patton believes that one should not always enter 
the eye through the anterior portion nor alway- 
through the posterior portion but should be guide: 
by the circumstances of the particular case. 

THomas D. ALLEN, M.D. 
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Butler, T. H.: The Influence of Trauma upon the 


Onset of Interstitial Keratitis. Brit. J. Ophth., 


1922, Vi, 413. 


The author draws the following conclusions: 

1. An attack of interstitial keratitis may be pre- 
cipitated by an accident to a cornea which is pre- 
disposed to the disease by syphilis or tuberculosis. 

2. It is possible that a very slight trauma such 
as the instillation of drops or the irritation of a gen- 
eral anesthetic may have the same effect. 

3. The attack in the injured eye may be followed 
by interstitial keratitis in the uninjured eye. 

4. It is possible that an injury to one eye may 
cause an attack of interstitial keratitis in the other 
eve. James P. M.D. 


Verhoeff, F. H., and Lemoine, A. N.: Hypersensi- 
tiveness to Lens Protein. Cataract Operation. 
Am. J. Ophih., 1922, Vv, 700. 


In previous papers the authors have shown that 
about 8 per cent of persons are hypersensitive to 
lens protein, and that when, in such persons, the 
lens capsule is opened by operation or injury, an 
intra-ocular inflammation results. Because of the 
danger of rupturing the lens capsule in the intra- 
capsular operation they suggest desensitizing the 
patient to lens protein and removing the cataract by 
discission followed by simple linear extraction. A 
case in which this was done successfully is reported. 

James P. FirzGeratp, M.D. 


Hawthorne, C. O.: Observations on the Signifi- 
cance of Retinal Hzemorrhages. Brit. M. J., 
1922, li, 495. 

In the author’s opinion retinal hemorrhage may 
be without clinical significance but when this is 
true the bleeding is slight, as in certain cases of 
pneumonia, pyonephrosis, malignant disease of 
the viscera, mitral disease, etc. He believes that 
hemorrhage of this type would be seen more of- 
ten if routine ophthalmoscopic examinations were 
made. Other retinal hemorrhages may be caused by 
violence such as birth trauma. A third type is the 
severe retinal haemorrhage endangering vision, 
which is not due to violence and is not accompanied 
by organic disease. The latter Hawthorne discusses 
in detail, describing particularly the changes in the 
vascular walls. 

Uncomplicated retinal hamorrhage is of the same 
character as hemorrhage occurring in other parts 
of the body which is not due to violence or any 
appreciable organic lesion. A variation from the 
normal rate of blood coagulation will not account for 
it. The probable explanation is rupture of vessels 
following damage to their walls, this damage in turn 
being the result of a change in the quality of the 
blood or slight violence—perhaps mere changes in 
the intra-ocular tension—acting on vessels which 
are particularly susceptible to the destructive in- 
fluence of mechanical forces. 

Thomas D. ALLEN, M.D. 
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SURGERY OF THE NOSE, THROAT, AND MOUTH 


NOSE 


Wojatschek, W.: Polyps of the Base of the Skull 
(Ueber die Polypen der Schaedelbasis). Sitzungsb. 
d. Gesellsch. f. Ohren-, Hais-, u. Nasenkrankh., 
Petrograd, 1922. 


The monograph published by Kobylinskij in 1908 
completely exhausted the subject of polyps of the 
base of the skull up to that time. During the last 
decade, however, views have changed somewhat and 
therefore a new critique is necessary. The author 
discusses the following points: 

1. The histologic similarity of the tumors. Usu- 
ally polyps at the base of the skull are angiofibro- 
sarcomata. In one of the author’s cases 2 marked 
difference between the peripheral and the central 
portions of the tumor was evident. In the former 
the number of cells was greater, suggesting the mi- 
croscopic picture sarcoma although macroscopically 
the neoplasm appeared to be an ordinary polyp. 
Choanal tumors, on the other hand, consist. mainly, 
as is well known, of pure fibrous or cedematofibrous 
tissue. 

2. The operative technique for the removal of 
polyps at the base of the skull. Of the old methods, 
the route through the palate and the suprahyoid 
pharyngotomy of Jeremitsch are the most advan- 
tageous as they do not cause disfigurement of the 
face, but they are not applicable to all cases. Facial 
methods must be avoided because of the resultant 
disfigurement. Therefore Denker’s proposal to 
reach the tumor through the vestibule of the 
mouth and the antrum of Highmore should be 
accepted for those cases in which the malignant 
tumor is located in the nasal cavity or the antrum 
of Highmore. Further experience is necessary, how- 
ever, to determine whether this route is suitable for 
the removal of large and deep-seated growths. In 
one of the three cases operated on by the author by 
Denker’s method there was a recurrence which re- 
sulted in death. This was a tumor of the naso- 
pharynx. The route through the palate was used 
once by the author and the recurrence of the tumor 
removed later through the cleft in the palate. Dur- 
ing the year the patient was kept under observation 
following the operation no further recurrence de- 
veloped. The cleft in the palate caused no disturb- 
ance of function. In one severe case a Kocher re- 
section of the upper jaw was done. Another case 
was operated on according to the Hertle method 
with reflection of the lateral nasal wall. 

3. The reports of Kuprijanoff concerning the 
choice of operative methods in relation to the an- 
thropologic characteristics. In dolichocephalic per- 
sons the tumors at the base of the skull are reached 
more easily through the palate, whereas in brachy- 


cephalic persons they are reached more easily 
through the nose. 

4. The classification of polyps at the base of the 
skull as a condition for the general surgeon or the 
rhinologist. In the author’s opinion the sooner the 
patient consults a rhinologist the sooner an accurate 
diagnosis will be made. A recurrence will also be 
recognized by a rhinologist sooner than by a sur- 
geon. A similar picture is presented by carcinoma 
of the larynx, the prognosis of which depends upon 
a timely operation. On the basis of his experience 
the author comes to the conclusion that the surgical 
treatment should consist of the most conservative 
operation possible following early diagnosis. 

WALCKER (Z). 


Intranasal Cephaloceles (Zur 
Mediz. 


Swershewski, L.: 
Frage der intranasalen Cephalocelen). 
J., 1921, 1, 780. 

This article is a report of two cases. The first was 
that of a girl 7 years old. A growth removed by 
operation from the right nasal cavity was diag- 
nosed on microscopic examination as a cephalocele, 
but later more thorough examination showed that 
the structure of the tumor was as complicated as 
that of teratoid tumors, but with an abundant ad- 
mixture of glious tissue. The second case was a 
case of naso-ethmoidal cephalocele in a child 6 years 
old. Operation was refused. 

The author classifies intranasal cephaloceles into 
three groups: (1) the anterior cephaloceles, that is, 
the common anterior cephaloceles which have grown 
through in the form of tumors in the nose; (2) the 
middle cephaloceles, which penetrate into the nasal 
cavity through the lamina cribrosa; and (3) the 
posterior cephaloceles which may extend into the 
nasopharyngeal space and the posterior parts of the 
nose. The first group offers no diagnostic difli- 
culties. The diagnosis of those of the second group 
is more difficult as usually they resemble polyps or 
tumors growing from the upper nasal passage. The 
early appearance and slow growth of the tumor, the 
displacement of the nasal septum, and the one-sided- 
ness of the process are valuable diagnostic features. 
A certain diagnosis can be made only on the basis 
of microscopic examination and an outflow of cere- 
brospinal fluid when an attempt is made to remove 
the growth partially. The posterior cephalocele is us- 
ually associated with other congenital changes in the 
skull and the brain. 

The prognosis of anterior and middle cephaloceles 
a but that of the posterior forms is less favor- 
able. 

In cases of anterior cephaloceles the extirpation 
of the tumor followed by plastic closure of the bone 
defect comes up for consideration. In cases of 
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middle cephaloceles a waiting policy should be 
adopted; if non-suppurative complications set in 
the growth should be removed intranasally, but 
if suppurative complications develop and there 
is escape of cerebrospinal fluid, extranasal opening 
of the nasal sinuses with plastic closure of the bone 
defect is indicated. Posterior cephaloceles are 
inoperable. von Hotst (Z). 


THROAT 


Bjalo, D.: Resection of the Superior Laryngeal 
Nerve in Tuberculosis of the Larynx (Ueber die 
Resektion des N. laryngeus sup. bei Larynxtuber- 
kulose). Tuberkules, 1922, i, 12. 


As the author was unable to decrease the pain and 
cough of laryngeal tuberculosis with the usual 
surgical measures, he decided to try radical treat- 
ment in the form of resection of the superior laryn- 
geal nerve. In the beginning, he applied the operation 
only to serious or hopeless cases, but as he became 
convinced of the ease of the technique, he tried it 
also in light cases which were not benefited by cu- 
rettage and the use of the galvanocautery. Alto- 
gether, twenty-five resections of the superior laryn- 
geal nerve were done (twenty patients; bilateral 
resection in five cases). In seven cases the condition 
was unilateral. 

The superior laryngeal nerve may be exposed 
from within through the larynx or pharynx or from 
without by way of the neck. In the latter procedure 
it may be sought through a horizontal incision run- 
ning parallel with the border of the thyroid cartilage 
or through a vertical incision along the border of the 
sternocleidomastoid muscle. The author prefers the 
horizontal incision. 

The operation is done under local anesthesia in- 
duced with a 1 per cent cocaine-adrenalin solution or 
a 2 per cent novocaine-adrenalin solution. Only the 
neurectomy itself causes pain. In some cases the 
pain radiates into the ear (four times in twenty-five 


cases). Occasionally the search for the superior 
laryngeal nerve is difficult, especially when the space 
between the hyoid bone and the upper border of the 
thyroid cartilage is narrow. Moreover, the surgeon 
may mistake the border of the hyoid bone for the bor- 
der of the thyroid cartilage and may penetrate at a 
higher level than necessary, reaching the hypoglos- 
sal instead of the superior laryngeal nerve. 

After the operation the nearby lymph glands of 
the neck and the submaxillary glands become swol- 
len, but the swelling disappears in the course of a few 
days. Occasionally the arytenoid and the ary- 
epiglottic folds also swell. Swallowing the wrong 
way, which usually occurs in patients operated upon, 
is a serious complication. 

In the author’s cases the excruciating pain dis- 
appeared entirely after the operation and there were 
no recurrences in the four or five months during 
which he kept the patients under observation. 
Anesthesia of the larynx results from the resection 
of the superior laryngeal nerve; paresthesia and 
motor disturbances of the vocal cords were never 
observed. As the tactile sense remains normal even 
after bilateral division of the superior laryngeal 
nerve, the inferior laryngeal nerve or the rami com- 
municantes which unite it to the superior laryngeal 
nerve must contain sensory fibers in addition to motor 
fibers. 

In the author’s opinion resection of the superior 
laryngeal nerve is necessary in cases of severe dys- 
phasia in which other remedies cause no improve- 
ment. In cases of unilateral development of the 
tuberculosis it may effect a cure. Energetic local 
treatment may be undertaken afterward. It is nota 
dangerous procedure. 

Simple resection of the superior laryngeal nerve 
by Hoffmann’s method does not give permanent 
results; therefore it is better to inject alcohol into 
the exposed nerve. 

The article is supplemented by an extensive bib- 
liography. WALCKER (Z). 
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BIBLIOGRAPHY of CURRENT LITERATURE 


GENERAL SURGERY—SURGICAL TECHNIQUE 


Norr.-- The bold face figures in brackets at the right of a reference indicate the page of this issue on which an 
abstract of the article referred to may be found. 


of respiration and the influence of anwsthesia thereon 


Operative Surgery and Technique A. W. Downs. Canadian M. Ass. J., 1922, xii, 625. 

Treatment of carbuncle. A. U. Witttams. J. Arkansas Local anesthesia in general surgery. W. P. Fire. | 
M. Soc., 1922, xix, 68. Oklahoma State M. Ass., 1922, xv, 267. 

Crushing operations in gastro-intestinal surgery; ex- The present status of local and sacral anwsthesia in ano 
perimental research. ApaApte and ArGAup. Bull. Acad. — rectal diseases. L. J. Hirscuman. Northwest Med., 
de méd., Par., 1922, Ixxvii, 612 [8] 1922, xxi, 282. 

A modification of Mikulicz’s tamponade of Douglas’ Paravertebral anesthesia in abdominal surgery. \. 
cul-de-sac in acute peritonitis. M. Sarro. Wien. med. penosyiigges A. Arch. espafi. de enferm. d. apar. digest., 
Wehnschr., 1922, Ixxii, 1027. 1922, V, 522. 

New results in plastic surgery. O. IVANISSEVICH. essilcasion of cutaneous nerves by electrical stimula 
Semana méd., 1922, xxix, 692. tion, applied to nerve-block anesthesia. W. Hucuson. 

Has the cautery lost or gained ground in treating can- — Bull. Johns Hopkins Hosp., 1922, xxxiii, 338. 
cer in the different parts of the human boly.  R. C Lumbar anesthesia induced with stovaine. J. BAzcay. 
Dorr. J. Arkansas M. Soc., 1922, xix, 65. Spitalul, 1921, xli, 227. 


The dangers of spinal anesthesia: an explanation. 
S. Wiperse and S$. Dautstrom. Norsk. Mag. f. Liege- 


Aseptic and Antiseptic Surgery videnek., 2922, lxxxill, 450. 


Notes on antisepsis. A. Jounson. Am. J. Surg., 1921, The unpleasant after-effects of spinal anesthesia. E. | 
XXXVi, 200. PriBrRAmM. Klin. Wehnschr., 1922, i, 1201. 

The dressing and treatment of wounds. W. M. Cun- Post-transfusion reactions; alterations i in the blood after 
.NINGHAM. Internat. J. Surg., 1922, Xxxv, 304. ether anesthesia and after blood transfusion. EK. C. 

Alcohol vacuum sterilization for instruments, catgut, Levine and H. N. SEGALL. Surg., Gynec. and Obst., 
etc. M. Hann and A. FRritpMANN. Deutsche med. — 1922, xxxv, 313. {8! 


Wehnschr., 1922, xlviii, 1125 
Surgical Instruments and Apparatus 


neesthesia 

Anzsthe A new head rest for suboccipital craniotomy and cervical 
The avoidance of pulmonary abscess with general laminectomy. B. Stookey. J. Am. M. Ass., 1922, Ixxix, 

anesthesia in nose and throat surgery. J. T. GwATHMEY. = 823. 


N. York State J. M., 1922, xxii, 394. A new apparatus for intravenous injections. E. Pena. 
Aniesthesia in cases of gastrohepatic disease. L. Urru- Repert de med. y cirug., 1922, xiii, 489. 
TIA. Arch. de med., cirug. y especial., 1922, ix, 403. The use of clamps in gastro-enterostomy: a suggested 
Anvsthesia_ in children; safest methods and agents. improvement in their design. N. M. Dorr. Lancet, 1922, 
F. Haines. Illinois M. J., 1922, xlii, 211. ccili, 661. 
Observations based on ten years’ experience with A new type of sigmoidoscope. B. B. V. Lyon and H. J. 
nitrous oxide oxygen as an sasstaetic. P. J. Fracc. Bartre. J. Am. M. Ass., 1922, Ixxix, 1135. 
N. York State J. M., 1922, xxii, 42 The electro-magnet in surgery. Rotter. Lyon chirurg.. 


The reaction of the blood in Si to the regulation — 1922, xix, 405. 


SURGERY OF THE HEAD AND NECK 


Head _ ‘The diagnosis and interpretation of symptoms in cerebra! 
injuries. J. E. PrrruNG. Ohio State M. J., 1922, xviii, 611. 
The surgical anatomy of the superior sagittal sinus. The operability and technique of operation of cerebrai 
- FLT. Wacker. Nowy Chir. Arch., 1922, i, 612. {9} traumatism. T. S. Jackson. Ohio State M. J., 1922, 
A case of cranial perforation. O. Costa. Arch. brasil. — xviii, 614. 
de med., 1922, xii, 410. General management of acute injuries to the brain. 
Fracture of the skull base with superficial hemorrhage J. H. Barro. N. York M. J. & Med Rec., 1922 cxvi, 311 
on the opposite side; report of an interesting autopsy. Two cases of intracranial complication of acute ear 
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